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ABSTRACT 

This report provides data and analyses on the foreign 
nedical graduate (FH6) component of physician supply in the United 
States and identifies and assesses possible federal government 
options in the area of foreign medical graduates. Following an 
introductory cheater, chapter 2 reviews the current situation in the 
United States with respect to the immigration, education, and 
training, licensing, and practice characteristics of FMGs together 
with some illustrative information on U. S. medical graduates. 
Available data presented on FMGs include country of origin, types of 
visas, age, sex, major professional activity, specialty, and 
geographic location. Chapter 3 focuses on national policy options 
vis-a-vis FMGs as they are related to quality, accessibility, and 
cost of care. Action alternatives are outlined as they relate to 
these elements of the national health care goal, and, insofar as 
possible, the positive and negative sides of each alternative are 
noted. Appendixes include flow charts and a discussion of the concept 
of externality and its relationship to interstate and international 
migration of physicians. (MJM) 
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PREFACE 



Larly in 1972, the Division ot Manpower InUlligcncc 
(DM I), now part of the Bureau ol flealth Resources 
Development, Health Resources Administration 
(BHRD/HRA), was asked to assume responsibility for 
developing an information and analysis base to be used 
in formulating alternative health manpower education 
strategies. This effort, termed Project SOAR (Supply, 
Output, and Requirements), has three functions: (1) 
development of new ai d improved data on current 
health manpower supply; \2) provision ot health man- 
power supply and requirement forecasts; and (3) iden- 
tification and assessment of possible Federal Govern- 
ment action«> in the health manpower ;Yoduclion 
system that might be needed to alter supply to meet 
forecasted requirement ranges. 

The- purpose ot this Report, as part of that eftort, 
was to provide data and analyses on the foreign medical 
graduate (FMG) component of physician supply in the 
United Slates and to identify and assess possible F ederal 
Government action options in the area of foreign 
medical graduates. It provides an initial opportunity to 
address the multiple implications ot f MGs in the U.S. 
health care system and articulates action alternatives 
witn respect to the immigration, training, evaluation, 
assimilation, and/or emigration of FMGs. (An earlier 
veision ot this report uuried the designation 
BHRD/DMI/OIHMS Report No. 74-47.) 

Aside trom an introductory chapter, the Repott 
Lomprise-* tw<) main sections and two tippendices. 
Chapter II a'views the current situation in tfie United 
States with respect to the immigration, education and 
training, licensing, and practice characteristics of F MGs, 
together with some illustrative intormation on U.S. 
medical graduates. Available data presented on I MGs 
include country of origin, types of visas, age, sex, major 
professional activity, specialty, and geographic location. 



Separate sections focus on U.S.-born FMGs and FMGs 
in graduate medical education. Performance is discussed 
with respect to examinations, licensure, specialty board 
certification, and more subjective evaluations. Finally, 
topics in need of further research and analysis arc 
identified. Sections of this chapter draw on a 1972 
publication trom the Office of International Health 
Manpower Studies (OIHMS) entitled Foreign Trained 
Physic ion b and American Medicine by Rosemary 
Stevens and )oan Vermeulen. 

Chapter III hxuses on national policy options 
vis-a-vis FMGs as they are related to quality, acces- 
sibility, and cost of care. Action alternatives are 
outlined as they relate to these elements of the national 
health care goal ('^access to quality medical care for all 
Americans at a reasonable cost") and, insofar as 
possible, the positive and negative sides to each alterna- 
tive are noted. Appendix A presents a flow chart 
illustrating ihe avenues by which FMGs enter the 
United States, obtain graduate training, and take up 
other professional activities for a medical career. Appen* 
dix B, a discussion of the concept of externality and its 
relationship to interstate and international migration of 
physicians, was prepared by Dr. Jesse flixson, then a 
member ot the DM! staff, but currently with the Social 
Security Administration. DUFW. 

This DHEW Publication No. (FIRA) 74-30 was 
prepared by Betty A. Lockett, Ph.D., Chief of the 
Office ot the ..iternational Flealth Manpower Studies, 
and Kathleen N. Williams, M.A., of the staff. 
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Director, 
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CHAPTER 



FOREIGN MEDICAL GRADUATES AND 
HEALTH CARE ISSUES: 
An Overview 



U S. HEALTH CARE GOALS AND ISSUES 



National debate about the status of health care in 
America today has engaged three groups - government, 
professionals, and consumers, each of which has some- 
times complementary, sometimes connicting,goals. The 
overriding and binding goal, however^ has been put 
forth as ''access to quality medical care for all Ameri- 
cans at a reasonable cost/' Progress toward that goal, 
within the Federal Government, has taken the form of a 
national health strategy which would follow four 
avenues: build upon existing eld^ments; provide equal 
access to health care withou't regard for racial, eco- 
nomic, social, or geographical barriers; balance supply 
and demand in terms of manpower and facilities; and 
organize the health care system more efficiently to 
enable it-to meet increased demands of the future. 

The health c^Te issues around which the national 
debate tends to center involve three factors: quality, 
accessibility, and cost. The quality issue haS at least two 
facets: mainuining the traditional high standards of 
care, research, and education which are the hallmark of 
American medicine, and ensuring that the same levels of 
quality apply to all citizens equally. Similarly, the 
question of accessibility has several aspects as well: 
providing a professionally acceptable level of health care 
services and resources to the entire citizenry with a 
minimum of travel and waiting time, and establishing 
and maintaining a health manpower pool of sufficient 
size and appropriate training to meet increasing de- 
mands for primary, secondary, and tertiary health care 
in all specialties and in a variety of private and public 
settings. Finally, the matter of costs has two features: 
finding a means of containing spiraling costs of health 



care (especially, for example, hospital costs) and de- 
veloping innovative ways of financing health care a^id 
health professk>ns education so that no one group is 
priced out of the health care market or shoulders an 
unfair portion of expenditures for care or education. 

Health care being a singularly labor-intensive en* 
deavor, manpower clearly is the central factor with 
which policymakers, professionals, and consumers alike 
must deal. The multitude of solutions proposed to 
address some of the problems inherent in the quality/ 
access/cost issues all reflect, to one degree or another, 
the understanding that new forms of organizing and 
Financing health care must first and foremost be 
concerned with the manpower component. 

The more all-encompassing actions initiated on a 
national basis to further the basic goal include proposals 
designed to expand health maintenance organizations, 
to extend health planning at all levels, and to advance 
research and prevention programs in specific categorical 
areas. Proposals targeted nx)re speciflcally on health 
manpower have also been formulated, including legisla- 
tion for training health manpower anc establishing a 
National Health Service Corps to bring services to rural 
and inner city areas. Outside the Federal Government, 
some progress can be discerned In past expansion of the 
domestic output of medical and other graduates and in 
the analysis of functions and task delegation within the 
entire health care system. These steps, significant as 
they are and have been, have not been sufficient to 
provide the basic levei of health care services implied in 
the goal stated at the outset. 



THE NEED FOR PHYSICIAN MAMFOWER 



As a consequence of the foregoing, an additional 
response to the health needs of America has developed 
- namely, the recruitment and utilization of foreign 
manpower, in particular foreign-trained physicians. That 
part of the felt need for physicians in the United States 
which has not been met through our own resources has 
been partially filled by doctors drawn from other 
nations, until the foreign medical graduate component 
Q of the U.S. physician manpower pool has become quite 
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substantial and visible. Foreign medical graduates 
(FMGs) have entered the United States in increasing 
numbers in recent years and are now an important 
component of physician supply in this country (1). The 
following statistics are illustrative. 

Approximately one of every five physicians in the 
United States was an FMG in 1970. In 1971, over 
68,000 foreign medical graduates (active and inactive) 
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were included in the American Medical Association 
(AMA) registry ot physicians in the United States. It is 
known that a large number ol f MGs in the United 
States, estimated at 10,000 or more, are not included 
on the AMA registry. Over one-third of all interns 
residents, and other physician trainees in U.S. hospitals 
approved for such training are FMGs. f MGs (excluding 
Canadians) accounied for 46 percent ot new licentiate 
additions to the medical profession in 1972. Between 
1950 and 1970, the ratio ot all active physicians to 
population increased fi.)m 141 per 100,000 to 154 per 
lOU.OOO. Without the influx of FMGs during that 
pc?iod, the ratio of active physicians to population 
would have been virtu» lly the same in 1970 as it was in 
1950, assuming no other changes in health manpower 
production had occurred. 

The potentiai si/e of the annual influx of KMGs into 
the health care sysiem is capable of matching the 
output of U.S. medical schools. For example, in the ten 
years from 1964 to 1973, the annual number of FMGs 
admitted to the United States (as immigrants or 
exchange visitors) went from 6,767 to 11,732. U.S, 
graduates went from 7,336 to 10,391 in the same 
period. 

Many factors currently drawing FMGs to the United 
States seem likely to continue. The economic incentive 
is strong; the average residency salary is higher than the 
fully licensed physician's annual income in many 
countries of the world. The number of salaried positions 
in the U.S. m.^rket has been increasing. The oppor- 
tunities for graduate medical education and for satisfy- 
ing, rewarding practice in those countries from which 
the largest proportion of FMGs are emigrating are 
not likely to be enhanced appreciably for many years to 
come. 

Should the United States health care system con- 
tinue to utiliite FMGs in significant numbers? This is a 
complex question with political and economic implica- 
tions which include, and go beyond, the health care 
problems faced by this Nation. 

Political Implications 

Internationally, the increased flow of foreign medi- 
cal graduates to the United States has some clearly 
negiitive implications. Physician migration from de- 
veloping countries to the United States has been 
mentioned as a major element in the criticism directed 
toward this Nation for its role in the "brain drain" 
phenomenon. The United States is vulnerable to the 
charge that it indirectly contributes to poor accessibility 
O of health uire in the developing nations. 




The total number of physicians involved in interna- 
tional migration has been estimated to be on the order 
of 100,000 annually (2). The magnitude of the flow is 
so compelling that member nations attending the 25th 
World Health Assembly in 1972 requested the Director- 
General ot the World Health Organization (WHO) to 
intensify the preparation and implementation of a 
worldwide study of the m' aion process of physicians 
and nurses, and its implications for health care in all 
regions of the world, particularly developing countries 
(3). Initiation of this study by WHO follows studies and 
reports sponsored by Uncsco and the United Nations 
Institute for Training and Research (UNITAR) (4,5, 
6). These increasing pressures to study the phe- 
nomenon of health professionals migrating from de- 
veloping to developed countries foreshadow the possi- 
bility of diplomatic or economic repercussions by some 
countries against the United States if there is a 
continued or increasing flow of their physicians to this 
country. 

Some experts in the developing countries, hovyever, 
stress the point that unilateral steps to curtail or stop 
migration of physicians and other health personnel 
would not, in the long run, be in the best interests of 
either their countries or our own. For example, a report 
from thc1970 international conference on the migration 
of medical manpower sponsored by the Josiah Macy, 
Jr., Foundation staled that although continued and 
significant losses of medical manpower from the de- 
veloping to the developed nations should receive urgent 
study, "it is important that governmental or statutory 
restrictions should not be applied to the international 
movement of doctors" (7), These experts are aware of 
the long-term direct and indirect values of education 
and training in the U.S. medical care system. 

Certain other political implications related to the 
issue of the increasing utilization of FMGs are more 
domestic than international in nature. The number of 
American college graduates applying to American medi- 
cal schools has been increasing steadily. Applicants to 
American medical schools numbered 25,000 in 1970, 
almost 29,200 in 1971, and over 36,000 in 1972; there 
are about 40,000 for the current year. To a commodate 
these appliCiints, there are at present approximately 
13,790 first year places (8). The net effect is that while 
some U.S, applicants are necessarily turned away from 
the medical schools because of a lack of space, Ameri- 
cans find themselves dealing more frequently with 
foreign physicians, especially in hospitals. The question 
arises as to why funds cannot be allocated so that more 
U.S. citizens could be trained to fill these positions. 
Thus, Federal aid to programs which would improve 
graduate educational employment opportunities for 



foreign nationals, while U.S. cilizens are denied the 
opportunity of an undergraduate medical education, 
will undoubtedly engender resentment. 

Ecotx>mic Implications 

The current utilisation of medical education and 
health care delivery resources within the United States 
has been profoundly influenced by the long-term influx 
of FMGs. In many places, the structure and operation 
of the system has accommodated the increasing num- 
bers of FMGs who seek graduate medical education in 
tnis country as well as those who wish to remain after 
completing their training. The impact of policies serving 
to reduce the rate of influx of FMGs will be most 
apparent in th<*se areas. 

The most controversial impact of FMGs has been in 
those areas where they are said to be disproportionately 
represented in the domestic delivery system. These are, 
first, in hospitals where house staff are relied upon to 
provide patient care services; second, in public institu- 
tions whose demands for physician manpower have 
been accommodated by special licensure provisions. In 
these two sectors of the system where I MGs are 
engaged directly in delivery of services - the economic 
impact of the FMG influx is most apparent. In a third 
area, however, the long-term influx of FMGs into the 
domestic medical education process has had a more 
pervasive, yet less apparent, influence. By filling a large 
portion of the vacancies in graduate medical education 
training positions, FMGs have alleviated pressure for an 
increase in the number of graduates from domestic 
medical schools. 

The economic implications of the use of FMGs, as 
well as the economic implications of policies serving to 
restrict the availability of FMGs in the future, are 
directly related to the manner in which FMGs have been 
incorporated in the domestic system and the extent 
to which the structure of the system has been tailored 
to accommodate the expanding supply ol FMGs. In 
many areas, the system has oriented itself around 
expectations of a continued and increasing influx of 
FMGs. Policies serving to reduce or cut off the influx 
will produce traumatic effects in the absence of 
complementary measures designed to ease the transition 
to any new form the system might take. Policies aimed 
at restricting the immigration of FMGs or at changing 
their basic characteristics or behavior patterns will 
quickly open up gaps where FMGs currently satisfy 
demands that are not met by the domestic educa- 
tional and manpower structure. These will be most 
apparent in the three areas enumerated above. 



In the first case, as the pool of undergraduate 
medical degree holders seeking admission to graduate 
training programs has been augmented . by the growing 
annual influx of FMGs, the capacity of the graduate 
medical education system has expanded. Interns and 
residents have been used to deliver patient care in these 
institutions and the manpower mix is different than it 
might have been otherwise. However, the impact on 
total resources allocation, output of services, and the 
quality of training and of patient services is not 
completely clear. Efforts to determine the effect of 
graduate training on hospital performance (and its cost) 
have bf^en made, but the evidence is cursory and 
nonconclusive. 

A similar situation exists with regard to our knowl- 
eage of the second main area of FMG utilization, 
nam*^ly, the impact of FMGs on health care delivery in 
public institutions (e.g.. State mental hospitals). These 
are said to be dependent on a manpower pool of FMGs 
who are not fully qualified to practice medicine. The 
existence of a market served by FMGs not fully licensed 
to practice is documented by the fact that the demand 
of public institutions for physician manpower is often 
accommodated by special licensure provisions, but 
neither the exteiit of this FMG subgroup nor the 
impact it has had on resources allocation is known. 
Anecdotal evidence suggests that much health care 
delivery in the public sector is dependent on the 
marginally qualified physician who is willing to accom- 
modate (at least temporarily) to working conditions 
which better qualified individuals are in a position to 
reject. 

Lack of objective evidence as to the impact of FMGs 
on health care delivery precludes meaningful quantita- 
tive statements regarding their effect on resources 
allocation. It seems clear, however, that policies aimed 
at quantity restriction or quality iT.provement will be 
manifested in a decrease in the supply of manpower in 
the particular sectors of the health care delivery system 
noted above. Responses to a decrease in the supply of a 
particular type of health manpower can be expected to 
lead to attempts to substitute other types of inputs in 
the delivery process. 

Opportunities to substitute the services of other 
health manpower for those of physicians in the two 
settings considered above may be severely limited by 
legal restrictions as well as by the availability of 
admissible alternative manpower occupations. Within 
these limitations, the range of substitution may be 
further restricted by reluctance to accept any deteriora- 
tion of quality of care or service that may be 
perceived to result from substitution of alternative 
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health manpower for physicians. The primary economic 
impact of FMG policies in these settings depends for the 
most part on how the substitution question is resolved. 
It will also depend somewhat on how legal, tech- 
nological, and economic conditions are affected by 
companion policies designed to minimize the disrup- 
tions caused by a suuJen change in the labor supply. 

Research into possibilities for substitution and reor- 
ganization of labor-intensive health care processes, in 
order to effect greater productivity of health man- 
power, is currently being conducted under the general 
rubric of ''task delegation/' The problem of adjustment 
lo an FMG policy which reduces the availability of 
physici^^n ^rvices is a task delegation problem in the 
strictest sense. This is so because, if output is to be 
maintained, such an adjustment will most likelv be 
accomplished not by replacement with equivalent per- 
sonnel but by delegation of tasks and responsibility to 
personnel at a lower level of the health manpower 
hierarchy. (Some attempts to assess the economic 
impact of IrMGs have been based on estimates of their 
"replacement cost" - the cost which would have been 
incurred if all FMGs currently practicing in the United 
States had been produced domestically. Besides yielding 
entirely ficticious results, such techniques are mislead- 
ing because they overlook the basic fact that the state 
of the system would bear no resemblance to what it is 
now, had it arisen In the absence of the historical influx 
of FMGs.) In any case, solution of adjustment problems 
will require both innovation in those methods of 
producing patient care services currently resulting from 
pocesses utilizing FMGs and changes in legal restrictions 
preventing task delegation. 

As noted above, the long-term influx of FMGs can 
be seen to have had a pervasive effect in a third 
area the capacity of domestic undergraduate medical 
education. Insofar as State funding is concerned, for 
example, each State must consider the impact of its 
expenditure on the number of physicians practicing in 
the State. Because of the substantial interstate migra- 
tion of physicians between the periods of undergra''uate 
and graduate training, and between the periods of 
graduate training and establishment of practice, the link 
between support of undergraduate medical training and 
the actual nuriii)cr of physicians practicing in a State is 
often tenuous at best. The fact that many States must 
produce several undergraduate physicians for every one 
who ultimately becomes a practicing physician in that 
State and the fact that many other States are able to 
attract physicians almost independent of their invest- 
ments in undergraduate medical education - tends to 
induce a general underinvestment in undergraduate 
medical education when viewed from the national or 
aggregate perspective. 
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The perverse result of the absence of coordinated 
decision-making among States regarding production of 
undergraduate physicians can be aggravated by the 
influx of FMGs, in that unplanned and unregulated 
physician supply from a source outside the domestic 
education system tends to confound even more the 
relation between a State's contribution to support of 
undergraduate medical education and the number of 
practicing physicians it is able to attract. States which 
experience losses of undergraduate physicians trained at 
least in part at public expense may perceive that 
attracting graduate medical students Into the State will 
prove more effective and more efficient than producing 
their own. Thus, in many instances, emphasis might be 
shifted from support of undergraduate education to 
funding for graduate tialnlng programs from which 
direct benefits are realized In the form of patient 
services and which are a better investment from the 
viewpoint of attracting permanent physicians. 

While the influx of FMGs has added to domestic 
physician supply, therefore, it has also aggravated one 
condition which has led to a chronic underinvestment In 
domestic undergraduate nf>edical education capacity. 
Consequently, a policy which has the effect of reducing 
the rate of Influx of FMGs will be Imposed ona medical 
education system which has a significantly smalle*^ 
productive capacity than it otherwise might have had. 
Such a policy, therefore, should be accompanied by 
corollary policies designed to minimize the disruptions 
in domestic undergraduate medical education, graduate 
medical education, and health care delivery In general. 



Health Care Implications 

In addition to the issue of the increasing number of 
FMGs In the U.S. health care system, some observers, 
especially those In the medical profession, have raised 
questions about the quality of care provided by a 
number of FMGs. Although there are always notable 
exceptions, many feel that physicians who do not speak 
English fluently and who have not received training that 
is oriented to U.S. health rare problems and practices, 
are not as capable of providing health care services as 
physicians trained in the United States. In light of the 
cultural differences and communications difficulties 
encountered by those FMGs for whom English is a 
second language, widely varying performance might be 
anticipated. 

At least one study evaluating approaches to the 
measurement of quality of care in terms of physician 
performance stresses the importance of the ability of 



the physician and palicnl to communicate (9), This is 
particularly noted in the provision of psychiatric care, 
where the ability of the patient and the physician to 
communicate seems crucial. 

FMGs who have been able to obtain only a tem- 
porary or limited license are known to be working in 
State mental hospitals in large numbers. A recent 
judicial decision (discussed in Chapter III of this report) 
may prohibit the use of these^ temporarily licensed 
FMGs in the future. Clearly, State mental hospitals and 
other chronic care hospitals, county hospitals, and 
tuberculosis sanitaria represent areas where an acute 
physician manpower shortage would exist today if 
FMGs could not be utilized. 

Redistribution of physician manpower within and 
among the several States and among specialties and 
subspecialties is a current topic of great interest within 
the medical profession and government agencies at all 
levels. Similarly, utilization of physician assistants or 
extenders and other health personnel - either tradi- 
tional (such as the psychiatric social worker) or newly 
developing (such as the cnild health associate) - is also 
the subject of intensive discussion and investigation. At 



the present time, implementation and evaluation of 
policies or programs related to these topics can proceed 
somewhat independent of the FMG issue, although, of 
course, continued reliance on FMGs in certain types of 
service settings impinges on redistribution and utiliza- 
tion planning. The more critical issue to address is the 
obverse situation: policies and action alternatives which 
would decrease the use of FMGs will have to be 
accompanied by policies and actions to redistribute 
physician manpower and to generate new patterns of 
health manpower organization. Otherwise, the mal- 
distribution of physicians in certain specialty areas and 
practice settings would most probably be aggravated. 

The FMG question is complex, and has no simple 
answers. Such answers as are devised to address all the 
implications o^" the FMG issue must take account of an 
intricate set of facts and suppositions about FMGs and 
their place in the U.S. health care system. The re- 
mainder of this report attempts to provide background 
information about those facts and suppositions, by 
describing the role of the FMG as a component of U.S. 
physician manpower supply and by discussing possible 
action alternatives that might be considered for policy 
formulation. 
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CHAPTER 



THE FOREIGN MEDICAL GRADUATE COMPONENT 
OF U.S. PHYSICIAN MANPOWER 



ERIC 



As of 1970, foreign medical graduates (FMGs) 
constituted just under one-fifth of all physicians in the 
United States (Table 1). They tended to be con- 
centrated in hospital-based delivery of medical care; 
about one-third of all physicians in hospital-based 
practice (i.e., interns, residents, and full-time staff) weie 
FMGs. At the end of 1970. some 28.400 of the 63.390 
physicians from foreign schools (including Canada) were 
working full-time in U.S. hospitals. these, about 
17,250 were interns and residents. 

Most foreign-trained physicians now entering the 
United States do so early in their careers. Some of these 
physicians undoubtedly come with the intention of 
remaining; for most of these, a hospital post is one 
means of assimilation into the U.S. medical profession. 
Others intend to return home, and do so. But many 
have no clear-cut career intentions - or they change 
their intentions (generally to remaining in the United 
States) as they move through their graduate medical 
education. Thus, the impact of the internship and 
residency (and to a lesser degree other hospital posi- 
tions) is a critical factor in the process of physician 
migration. For this reason, FMGs in graduate medical 
education will be singled out later in this report. 



Table 1 

FOREIGN MEDICAL GRADUATES IN 
COMPARISON WITH ALL PHYSICIANS 
IN THE UNITED STATES, 
by major professional activity: 1970 



Major Foreign 
professional medical 
activity graduates ^ 

Total physicians 63.391 

Patient care .... 52.9 1 i 
Office- based 

practice 24.490 

Hospital-based 

practice 28.423 

Interns* residents 17.259 

Full-time staff 11.164 

Medical teaching 1.142 

Administration . . 1.491 

Research 3.608 

Other 527 

Inactive, unknown 3.710 

1 Including Canadians. 
Source: Reference 1. 



Foreign medical 
y^ll graduates as 

physicians Percent of 
all physicians 



334.028 



19.0 



278.535 

192.439 

86.096 
51.228 
34.868 

5.588 
12.158 
11.929 

2.635 
23.183 



19.0 

12.7 

33.0 
34.9 
32.0 
20.4 
12.3 
30.2 
20.0 
16.0 



INTERNATIONAL EDUCATIONAL EXCHANGE AND IMMIGRATION 



Nonimmigrant Visas and Exchange Visitors 

Foreign -born FMGs are admitted to the United 
States both as immigrants (permanent residents) and as 
nonimmigrants (primarily exchange visitors). Exchange 
visitors enter under a >pecial visa category, the *J* visa, 
authorized by the U.S. Information and Educational 
Exchange (Smith-Mundt) Act of 1948 (amended several 
times but still in force today). Although intended 
initially for university-level students, this exchange 
visitor program has become a significant vehicle for the 
entry of physicians into graduate educational programs 
(i.e., internships and residencies). In the 12 years ending 
June 1973, some 55,360 physicians entered this coun- 
try on exchange visitor (J) visas (Table 2), the great 
majority for graduate medical education. Only a com- 
paratively small number (about 11 percent in FY iy/3. 



for exatnple) enter in some other nonimmigrant cate- 
gory, such as ''industrial trainees" or ''workers of 
distinguished merit and ability." Since 196V, about 47 
percent of all physicians entering the United States were 
immigrants, and 49 percent were exchange visitors. This 
has begun to change, however. In FY 1971-73, of all 
physicians entering the country, more physicians were 
admitted as immigrants (^3 percent) than as exchange 
visitors (38 percent). 

The process of remaining in the United States as a 
perma;tent resident has been facilitated by the recent 
change in the requirement that all physicians holding ^J' 
visas be absent from the United States for two years 
after their studies have ended before they can reenter 
the U.S. In 1970, legislation (P.L. 91-225) was passed to 
eliminate this requirement for persons coming to th^ 
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United Slates on private funds, as lung as Ihey were not 
from countries where iheit special skills were in short 
supply (1)4). It the exchange visitor was spons^ued by 
funds from the United States or a foreign government, 
or if the Secretary of Stale determines that his services 
are clearly required at home, that person must return to 
his home country fot the two-year period (unless he is 
granted a special waiver on the recommendation of the 
Secer uy of State to the Immigration and Naturaliza- 
tion Service). The great majority of physicians in the 
United States as exchange visitors are privately funded, 
however, and this new legislation (P.L. 91-225) which 
represents the most recent amendment to the Smith- 
Mundt Act, is in effect a relaxation of previous 
restrictions on permanent immigration of physicians. 

Countries determined by the U.S. Secretary of State 
to require the services of exchange visitor physicians are 
placed on the "Skills List,'* mandated by P.L. 91-225 
(Figure 1). Published in the Federal Registry of 25 April 
1972, it went into effect 25 May 1972. (It should be 
noted that countries requiring the services of other 
health manpower personnel, e.g., nurses, and not 
including physicians also can be placed on the ^i-*'''. 
List.) 



Tabic 2 

FOREIGN PHYSICIANS AND SURGKONS 
ADMITTF.D TO THE UNITED STATES 
IN COMPARISON WITH NUMBER OF 
U.S. MEDICAL GRADUATES: 
1962-73 



Ko roi^n nh\%kians 

U 5^ NoninimigidMls 



Pici il 

r i^Coi 


ni oii ii'.il 

1 1 1 1 i 






ExcliaiiRc 


Other 


ycdr 


(ir 1 rli 1 it nc 
Kl «> U u 1 1 3 


Total 


1 niniiifra nts 


visitoTh 




Total 


97,809 


101,066 


4 3,089 


55,360 


2,617 


1962. . . 


7,168 


5,7b7 


1,797 


3,970 


N.A. 


1963. . . 


7,264 


6,730 


2,093 


4,637 


N.A. 


1964. . . 


7,336 


6,767 


2,249 


4,518 


N.A. 


1965 . . . 


7,409 


6,172 


2.012 


4,160 


N.A. 


1966 . . . 


7,574 


6,922 


2.552 


4,370 


N.A. 


1967 . . . 


7,743 


8,897 


3,326 


5,204 


367 


1968... 


7,973 


9,125 


3,128 


5.701 


296 


1969 . . . 


8,059 


7,515 


2,756 


4,460 


299 


1970. . . 


8,367 


8,523 


3,158 


5,008 


357 


1971 . . . 


8,974 


10,947 


5,756 


4,784 


407 


1972 .. 


9,551 


11,416 


7,143 


3,935 


338 


1973... 


10,391 


12,285 


7,119 


4,613 


553 



' Including Canadians. 

Source: Reference 22. Unpublished data from the U.S. 
Department ot Justice, Immigration and Naturalization Service. 
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EXCHANGE VISIT OR SKILLS LIST 



Medical Skills list in Part I of the full Exchange-Visitor Skills List arc as follows: 

IF. Hospital Administration 
2A. General Practice of Medicine 

2B. Recognized Medical Specializations ( including, but not limited to: 

Anesthesiology, Dermatology, Internal Medicine, Neurological Surgery, Ob- 
stetrics and (iynecology. Ophthalmology, Orthopedic Surgery, Otolaryngology, 
Pathology, Pediatrics, Physical Medicine and Rehabilitation, Plastic Surgery, 
Preventive Medicine, Proctology, Psychiatry and Neurology, Radiology, Sur- 
gery, Thoracic Surgery, and Unjlo^y.) 

2C. Nursing (including, but not limited to: 

Registered nurses, Practical nurses. Physician's receptionists, and Medical 
records clerks.) 

2D. Medical Technology 

2F. Dentistry 

2F. Dental Technology 

2G. Optometry 

2H. Chiropractic and Osteopathy 

21. All Therapies. Prosthetics, and Healing le^u'pt Medicine, Nursing, Dentistry, 

Chiropiactic. Osteopathy, and Optometry) 
2U, leachmg in Medical Schools (including but not limited to, lecturers) 

4B. Lite Sciences (including but not limited to Pharmacy and Biology) (Continued) 
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Fij»ure I (Continued) 
LXCMANGE - VISITOR SKILLS LIST 



The lields ot bpetidH/ed medical knowledge or skill clearly required by each country are 
as tollows: 



Countrx Medical Skills 



IK '2A 2B 2C 2D 2E 2F 2G 2H 21 2U 4B 



Afghanistan X X X X X X X X X X X 

Algeria XXXXXXXXXXXX 

Argeniina X X 

Bahrain X X X X X X X X X X X 

Bangladesh X X X X X X X X X X 

Bolivia X X X X X X X X X X X X 

Botswana X X X X X X X X X X X X 

Brazil X X X X X X X X X X X X 

Bulgaria X X X X X X X X X X X X 

Burundi X X X X X X X X X X X X 

Cameroon X X X X X X X X X X X 

Central African Republic . XXXXXXXXXXXX 

Cevlon 

Chad X X X X X X X X X X X X 

Chile X XX X XXX 

Columbia X X X X X 

Co.t.« Rica X X X X X X X X XX X X 

Cyprus X X X X X X X X X X X 

Czechoslovakia X X X X X X X X X X X 

Dahomey X X X X X X X X XX X X 

Dominican Republic X X X X X X X X XX X X 

Ecuador X X 

El Salvador X X X X X X X X X X 

Equal I'ial Guinea X X X X X X X X XX X X 

Fiji XXXXXXXXX 

Gabon X X X X X X X X X X X X 

Gambia X X X X X X X X X X X X 

Ghana X X X X X X X X X X X X 

Guatcniala X X X X X X X X X 

Guinea X X X X X X X X X X X X 

Guyana X X X X X X X X X X X 

Honduras XXXXXXXXXXXX 

Hungarv X X X X X X X X X X X X 

India X X X X X X X X X 

I ndonesia X X X X X X X X X X X X 

Iran X X X X X X X X X X X X 

jvorv Coast X X X X X X X X X X X 

lamaica X X X X X X X X X X 

lordan X X X X X X X X X X X 

Kenya X X X X X X X X X X X X 

Khmer Republic XXXXXXXX XX 

Korea X X X 

Kuwait X X X X X X X X X X X X 

Laos X X X X X X X X X X X X 

Lebanon X X XX X 

Liberia X X X X X X X X X X X X 

Libya XXXXXXXXXXXX 

Malawi X X X X X X X X X X X X 

Malaysia X X X X X X X X X X X X 

Mali X X X X X X X X X X X X 

Malta X X X X X X X X 

Mauritania X X X X X X X X X X X 

Mauritius X X X X X X X X X X X X 

(Continued) 



Figure 1 (Continued] 
EXCHANGE - VISITOR SKILLS LIST 



Country Medical Skills 



Morocco X 

Nepal X 

Nicaragua X 

Niger X 

Nigeria X 

Oman X 

Pakistan X 

Panama X 

Paraguay X 

Peru X 

Philippines 

Poland X 

Qatar X 

Romania X 

Rwanda X 

Saudi Arabia X 

Senegal X 

Sierra Leone X 

Singapore X 

Somalia X 

South Africa 

Sudan X 

Swaziland X 

Switzerland 

Tanzania X 

Thailand X 

Togo X 

Tonga X 

Trinidad and Tolwgo X 

Tunisia X 

Turkey X 

United Arab Emirules X 

Upper Volta X 

Uruguay X 

Venezuela X 

Vietnam X 

Zaire X 

Zambia X 



2A 


2B 


2C 


2D 


2E 


2F 


2G 


2H 


21 


2U 


4B 


X 


X 


X 


X 


X 


X 


X 




X 


X 


X 


X 


X 


X 


X 


X 


X 


X 


X 


X 


X 


X 




X 


X 


X 




X 




X 




X 


X 


X 


X 
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X 


X 
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X 






X 






X 


X 


X 


X 


X 


X 


X 


X 


X 


X 


X 


X 


X ' 


x^ 
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^ including only f ithology, Psychiatry and Neurology, Orthopedic Surgery, Thoracic 
Surgery, Surgery, Uroiogy, and Internal Medicine. 

2 Including only registered nurses in a recognized nursing specialty. 

Source Department of State. Exchange-Visitor Skills List. Federal Register 37 (No. 
80:) 8099 81 17, April 25, 1972. 



In 1965, only about 1 of every 30 immigrant visas 
granted to physicians was to someone who was already 
an exchange visitor. By 1970, partly as the result of 
previous changes in legislation, the figure was 1 of every 
6. In 1972. more than 1 of every 2 immigrant visas 
granted to physicians was to an exchange visitor still in 



the U.S. It is thought that this reflects a backlog of 
exchange visitors who entered in FY 1970 or before and 
who were now able to change their visa status without 
leaving the country; only 13 percent of those changing 
from exchange visitor to immigrant status in 1972 had 
entered the country in 1971 or 1972. 
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One implication of this is that two avenues of entry 
into the U.S. can be utilized by physicians seeking 
permanent residence here. One is the **direct" im- 
migrant route, in which the physician is admitted a 
permanent resident when he enters the country initially. 
He may come in this category either for employment or 
for educational purposes. The second is the *J* visa 
route, in which the physician enters as an exchange 
visitor (presumably only for educational purposes) and 
then may convert to immigrant status. It should be 
noted that, because of the ease of converting without 
the necessity of leaving the country, the total number 
of physicians entering this country in any given year 
will be overcounted by that number who enter and 
convert in the same year. For example, about 43 
physicians counted as exchange visitors entering in 1972 
are also counted as immigrants for 1972 by the 
Immigration and Naturalization Service (INS). This 
problem of overcounting is further compounded when 
one tries to estimate the total number of physicians 
entering the country over some extended period of 
time, because those admitted as immigrants in 1971 and 
1972 includ'^d a substantial number of exchange visitors 
who had een in the country continuously for one or 
more yea;-.. Furthermore, for virtually all years since 
the inception of the Smith-Mundt Act, the group of 
physicians admitted as immigrants includes exchange 
visitors who left the country and then returned. These 
problems with quantifying the basic inflow of foreign 
physicians give some indication of the difficulties 
inherent in estimating the number and characteristics of 
FMGs in U.S. health care delivery and oiedical educa- 
tion. 



Immigrant Visas 

There are other complexities in the immigration 
process in addition to those presented by the nonimmi- 
grant and immigrant categories, just discussed, particu- 
larly with regard to the laws affecting FMGs who enter 
as permanent residents. The Immigration Act of Octo- 
ber 3, 1965 (P.L. 89-236) established two principal 
categories of immigrant visas, those subject to numerical 
limitations and those that are not subject to such 
limitations (5). Immigrant visas are numerically limited 
according to the hemisphere in which the alien was 
born. The annual visa limit for natives of the Eastern 
Hemisphere is 170,000 and for natives of the Western 
Hemisphere, 120,000. Close relatives of United States 
citizens (spouses, children, or parents) are exempt from 
these limitations regardless of hemisphere of birth. 



The annual numerical limit for natives of the Eastern 
Hemisphere is 170,000 visas, assigned on the basis of 
seven preference categories, Foui v!<e seven categories 
(first, second, fourth, and fifth) provide for the reunion 
of families of U.S. citizens and resident aliens. The 
seventh preference is allocated to refugees. The third 
preference category provides 17,000 visa^^ for qualified 
immigrants who are members of the professions or who, 
because of exceptional ability in the sciences or the arts, 
could substantially benefit the U.S. national economy, 
cultural interests, or welfare. The sixth preference 
provides 17,000 visas for skilled or unskilled workers in 
short supply in the United States. The numerical 
limitation for these two preference categories includes 
the potential worker and his family members. The 
individual country ceilings for each nation in the 
Eastern Hemisphere is 20,000. 

The visas for natives of the Western Hemisphere are 
allocated on a first-come, first-served basis, and ap- 
plicants Continue to exceed the number of available 
visas. As of June 1973, qualified applicants from the 
Western Hemisphere countries faced a waiting period of 
22 months. 

The Judiciary Committee of the U.S. House of 
Representatives, acting on the advice of the Subcom- 
mittee on Immigration and Nationality, in 1973 pro- 
posed amendments (HR 981) to the immigration laws 
which would bring the regulations for the Western 
Hemisphere more into line with those for the Eastern 
Hemisphere. In particular, it was agreed that the 
presently existing preference system for immigration 
from the Eastern Hemisphere be adopttc! for the 
Western Hemisphere. Although the total number of 
visas available for the latter would remain at 120,000, 
the maximum number of visas per country would be set 
at 20,000. The third and sixth preference categories, 
which are subject to labor certification, would each 
have 12,000 visas. One section of the proposed bill 
provides that refugees from Cuba who want to change 
their status to that of permanent resident may do so 
without a visa number, meaning that they would not 
count against the hemisphere ceiling of 1 20,000, as they 
presently do. 

Labor Certification 

Aliens who seek to immigrate to the United States 
on any basis other than a family relationship to U.S. 
citizens or lawful permanent residents, or as refugees, 
must obtain labor certification as provided in Section 
2l2(a)(14) of the Immigration and Naturalization Act 
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ol Ocli.biT ^, l^j6S (()). Ihis roquircmuni cMcnds lo all 
"spetial inimi^r.inis" (i.e., ihoso hort) in any indc- 
pendcnl loreisn counlry ol ihe Western Hemisphere or 
Canal /iMie), all ''non-prelerence" immigrants Iruni the 
Kastern Hemisphere, and third and sixth oLCupational 
ptvMerence immii;rants, These Lirtilications, issued by the 
Secretary ol Labor, reflect the dual concepts thai there 
is a nationwide shortage ot ijualilied workers in the 
United States and that wages and working conditions of 
U.S. workers similarly employed would not be adversely 
allected. The Department ol Labor still clussilies 
physicians in "Schedule A/* which means that not 
enoujih workers in the United States as a whole are able, 
willing;, qualified, and presently available lor employ- 
ment as physician>. On these grounds, the labor 
cerlilication is ^ranled to the I M(j applicant alter 
review ol h s (|ualilicalions. Suciesslul completion ol' 
the K!l MCi exaniination is used as a criterion u\ 
evaluating (jualilications prior to issuance of labor 
tertilications, it the applicant cannot lurnish evidence 
of having met all requirements lor licensure or lor 
admittance to the licensure examination in the State ol 



the alien's intended employment. Ihe requirement to 
obtain labor certification extended to about three- 
quarters of the I MG^^ admitted as immigrants in 1972 
and 1973. 



If it were determined by the Secretary of Labor that 
physicians are no longer in short supply on a nationwide 
basis, but only in specific geographic areas, then 
physicians would be removed from Schedule A. In this 
instance, each alien physician's application would be 
subject to individual review prior lo his being admitted 
to the U,S. Provision of a labor certification would no 
longer be automatic upon meeting qualifications, but 
would be determined by the concentration of physi- 
cians in the geographical location designated by the 
alien as his intended place of residence. If that location 
has been designated a shortage area (for physicians), the 
Labor Department is responsible for assuring that there 
are no unemployed U.S. citi/en physicians willing to 
relocate and accept employment in that location before 
it issues labor certification to the alien phytiicians. 



EXAMINATIONS 



The complexities of the foreign medical graduate 
situation in the United Stales cannot be understood 
without some appreciation of the role ut two examina- 
tions: LLfMd (I ducational Council Icjr foreign Medi- 
cal Cjraduales) and I LLX (f ederation I icensing Kx- 
aminatioriL Ihe Nati(jnal Boartl of Medical I xaniiners 
als(j plavs an indirect role in developing screening 
examinatiuns tor I MC»s. 

Educatiorul Council for Foreign Medical Graduates 
(ECFMG) 

In 1956, a Co(jperaling Committee on Graduates ot 
foreign Medical Schools (including members of the 
American Medical Asv)ciation, the Association of 
American Medical Colleges, the American Hospital 
Association, and the fedeiation of Slate Medicai 
Boards) eiidcjrsed the concept of an examinaticm pro* 
gram lo identify those \ MCa (iM)th U.S. and foreign- 
l^un) vvht) tire most likely to benefit Injm graduate 
mediial training in the United Slates. The f. ducational 
Council lor foreign Medical (jraduates (ICLMG) was 
set up to org.ini/e and administer a certification 
program which Included a medical and l.nglish examina- 
tiun and a re\iew ot credentials; it began operation in 
Octoher 1957(7). 



The medical examina:ion questions are drawn from 
the poof of questions used in the tests given by the 
National Board of Medical t' xaniiners. The standard for 
passing is set such that an expected 2 percent of U.S. 
medical students would not achieve the cut-off score of 
75. f MGs have the option of retaking the examination 
untif they achieve this passing score; more than 40 
percent of the foreign physicians sitting for each 
examination are repeaters. 

The l.Cf MG has become a major professional 
organization, giving examinations twice a year (usuatty 
I ebruary and September) in 42 centers in the United 
Slates, 7 in Canada, and over 125 in other countries (8). 
By the end of 1973. about f 78.325 foreign-trained 
physicians had sal for the exaniination. and over 
119.8(H) (or 67 percent) ultimaleiy passed, fn 1972 
afone. 37,(J(X) foreign-trained medical graduates took 
the examination, slightly more than cuic-half for the 
first time. Over the years, the percentage of candidates 
passing has varied from a fi»w of 31 (in 1971) to a high 
(^i 46 (in 1907). The (jverall pass rate indicates that the 
examination does serve as a screening device, although 
there have l^een recommendations that it be made even 
nujre stringent (9). 



Once the tandidale passes the test, produces the 
required protessional iredenliaK, and clears his financial 
account, he \s eligble to receive the tCTMCi standard 
certificate. He can be awarded an interim certificate 
pending clearan.e of his financial account. 

The tCFMG certitlcation process is iieiessarv in two 
different (although related) areas, namely, State licen- 
sure and appointment to hospital training programs. 
With regard to the former, tCFMG certification is listed 
by almost all of tne 55 Stutc and Territory licensure 
boards as pari ot the requirements tor permanent 
licensure for physicians trained outside the United 
States or Canada (8, p. 55), although it can be waived in 
individual cases l)y all but 13 boards (8. p. 12). With 
regard to the latter, hospitals wishing to retain approved 
internship or residency programs and to appoint 
foreign-trained physicians to thosc programs must ap- 
point only those with t.CF MG certification or those 
with lull and unrestricted Stale license to practice (10. 
p. 154). (The latter requirement is relaxed somewhat 
tor U.S. citizens.) Similarly, accreditation of hospitals 
by ;he joint Commission on Accreditation of flospitals 
is dependent to some degree on hospitals employing 
onlv those toreign medical graduates with valid State 
licenses or ECKMG certification. 

An ''agreement ot combination** was signed in 
November 1973 mandating the merger of the hCFMG 
and the Commission on f oreign Medical Gtaduates; the 
latter had been tormed originally as an outgrowth ot 
one recommendation of the l%7 National Advisory 
Commission on tiealth Manpower. The tunctions (^t the 
two organizations will continue, and the name will 
become the Lducational Commission on Foreign Medi- 
cal Graduates, fhe merj;er is expected to become 
etleclive by summer ot 1974. 

Federation Licen^iing Examination (FLEX) 

One problem facing \ MCis, in partiiular those F MGs 
desiring to remain as permanent residents and practice 
medicine in the U.S.. h.is been the wide variation among 
States in licensing require nicnts. A desire to bring some 
degree ot standardization into SUite requirements led to 
the development in 1968 ot a new examination, the 
Federation Licensure f Aamination (FLf^X). Like the 
KCFMG examination, it is based on the current pool of 
questions ln»m the National Board ot Medical hx- 
amine* s: the f I. FX questions arc chosen to be ot 
middit range in difticultv with emphasis on iheir 
practical value and clinical applicabililv (M, p. 18). 
I LI X is given in June and December of each year, over 
a three-dav period. It is open t(j graduates ol U.S. 



medical schools and to f MGs and is designed for 
physicians who are in house slatt positions or already in 
practice. By DecerTiber 1973, all States (except Florida 
and Texas), the District ot Columbia, Puerto Rico, and 
the Province of Saskatchewan, will use FLEX as their 
official board examination, and thus it will become the 
standard test tor licensing for physicians who do not or 
cannt)t take the National Board examination. Legisla- 
tion is required in ihe other iwo States and then I LEX 
will Income universal. The total number of Slate 
licensure examinations administered in 1972 was over 
18,500, the great maioriiy being FLFX. Because of 
other requirements for licensure hcretotore incumbent 
upon FMGs but not USMGs, however, it is not clear 
whether States will accept FMGs taking hLEXon the 
same ter ms as USMGs taking F LEX. 

Si)me coordination between the FCFMG and FLEX 
is beginning to take hold. For example, the ECFiMG will 
now accept for certification, any FMG who has passed 
FLEX with a grade of 75 or better and does not require 
him to take the ECFMG's own examination. 

National Board of Medical Examiners 

The Nalit^nal Board ot Medical Examiners, which has 
been in existence for nearly 60 years, has as onemaior 
purpose the preparation and administration of quality- 
ing examinations '*of such high quality that legal 
agencies governing the practice of medicine within each 
State may, at their discretion, grant successful c<rndi- 
dates a license without further examination** (I J, p. 
28). The qualifying examinations arc given in three 
parts: Part I covers the basic sciences and l\irt II the 
clinical sciences. Pari III is centered on clinical com- 
petence i.e., interprctatinn of clinical data and 
management of problems. Any student or graduate 
from an approved medical school in the United States 
or Canada is eligible to register for the first two parts of 
the examinations. A candidate is eligible tor the third 
part of the examination only it he h<is siiccesstully 
completed the first two parts, received his M.D. degree, 
and served at least six months in an approved internship 
or residency. 

*rhe National Board also participates in a variety of 
other examination programs, including? such activities as 
providingexaminations tor use hy individual medical 
schools or departments and making available testing? 
material tor f Lf.X and FCI MG. As part ot a continuing 
process ot evaluating its role in licensure and specialty 
certification, the National Board has given caretui 
consideration to the evaluation ot toreign medical 
graduates. Ihe National Board believes it should '*pro- 
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mote the eliminati n of dual standards that now exist 
for USMGs and i IGs for admission to graduate 
medical education*' (12, p. 67). A ''Qualifying A*' 
examination is to be devised **to evaluate performance 
characteristics requisite for providing patient care in a 
supervi.sd setting." ^'Successful performance on Quali- 
fying A" (among other things) would qualify a candi- 
date for a ''permit to practice in a supervised setting/* 
and this permit would be required of all graduates (from 
both U.S. and foreign medical schools) for entrance into 



residency training. Furthermore, the Goals and 
Priorities Committee of the National Board has agreed 
that an evaluation procedure is needed which will better 
assess English language capability and potential adjust- 
ment to the U.S. medical education and health care 
delivery >ystem. To this end, the Committee recom- 
mended that a new evaluation instrument be designed, 
and successful performance on it would be a pre- 
requisite for the Qualifying A examination for foreign- 
born FMGs. 



THE DATA BASE 



The comprehensiveness and accuracy of data on 
FMGs has still not yet reached a stage where subpopu- 
lations of FMGs can be reliably compared either with 
each other or with United States medical graduates 
(USMGs). Because of these limitations in the data 
presently available, FMGs are discussed in this paper 
generally on an aggregate basis. The FMG population is 
described in terms of a number of characteristics, such 
as country of o igin, demographic characteristics, and 
major professional activity. A partial analysis of the 
relative performance of FMGs and USMGs is presented 
in terms of licensure, specialty board certification, and 
other indirect measures. 

The reader is cautioned against drawing too firm 
conclusions about the characteristics or performance of 
FMGs, especially in comparison with USMGs. The 
deficiencies and liabilities of the data base, particularly 
in trying to look at FMGs over a long time, cannot be 
overstated. 

Three major limitations of the FMG data base must 
be kept in mind. First is the problem of the enumera- 
tion of FMGs entering the U.S. In estimating the 
magnitude of the FMG flow into this country and the 
net FMG components of U.S. physician manpower, 
there are several obstacles to be surmounted. For 
example, with regard to the entry of FMGs into the 
United States over a several year period, the problem of 
double-counting must be recognized. That is, dif- 
ferentiations are not always made between those physi- 
cians who enter the country in one visa category and 
subsequently change to another at some later date, so 
they are counted twice and thereby inflate the total 
numbers. It must also be recalled that the exit of FMGs 
is not recorded in any systematic way which would 
allow the measurcrnciit of the annual net flow of 
immigrant or nonimmigrant physicians. 



Second is the problem of an unknown but pre- 
sumably si/cable number of FMGs who are functioning 
in the United States in some medical capacity, many in 
State mental or other long-term institutions, but who 
are "unknown" to any of the professional or regulatory 
bodies currently involved with FMGs. Thus, the in- 
formation contained in this report is biased to the 
extent that it includes only those FMGs known to the 
AMA, the FCFMG, or the INS; it will readily be seen 
that these "known" FMGs comprise a segment of the 
total FMG population which has been more formally 
and visibly integrated into the U.S. health care system 
than tlie "unknown" segment. 

Third, the data presented in this report on "known**' 
FMGs are not always statistically comparable, because 
this "known" group of identified (or identifiable) FMGs 
is made up of different individuals, depending on the 
source of the information. That is to say, the INS data 
on immigration includes more physicians than are 
known to either the AMA or the ECFMG, and there are 
FMGs known to the ECFMG who are not known to the 
AMA (and vice versa). Appendix A, which depicts FMG 
immigration, education, and career pathways, illustrates 
more graphically some of the difficulties with the data 
base. A major effort is currently underway at Harvard 
University, under contract with the Division of Man- 
power intelligence, Bureau of Health Resources Devel- 
opment, and in cooperation with the appropriate public 
and private agencies, to match as many FMGs as 
possible from these three sources and also to estimate 
the size of the "unknown" group. 

The remainder of this chapter of the report will 
focus on demographic and professional characteristics 
of FMGs. That part of the FMG population serving in 
internships and residencies will be examined in some- 
v^at more detail. In much of what follows, data are 
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given on USMGs for background and perspective, but it 
should be reiterated that statistical comparisons must 
not be made between f MGs and USMGs becuase of the 
inadequacies of the data base on the former group and 
because of the impossibility (at the present time) of 
controlling for certain key variables (especially age and 
sex). For example, differences with regard to specialty 
distribution or geographic distribution (especially rural/* 
urban) may be explained, at least in part, by differences 
in the age and sex distribution. The FMG group, it will 
be seen, is younger and has more women than the 
USMG group, which might help to account for the 
urban concentration of FMGs. Were they compared 
with a group of USMGs matched for age and sex, for 



example, it might appear that the FMGs were no more 
overrepresented in cities than the USMGs. 

One major factor should be borne in mind with 
regard to the following discussions; unless otherwise 
noted, FMGs are considered to include Canadians on 
the grounds ;:hat the domestic source of physicians 
should be differentiated from any foreign source. 
Furthermore, many '^Canadians" are actually natives of 
other countries and Canada may be only their last 
permanent residence. In some cases, data are available 
only for the U.S, and Canada combined versus other 
foreign countries (as, for example, in information from 
the AMA); where this occurs, it is so indicated in the 
text or the appropriate table. 



FMGs AS A COMPONENT OF U.S. PHYSICIAN SUPPLY 



Countries of Origin 



When immigration figures are reported in terms of 
country or region of origin, they often refer to the 
immigrants' last permanent residence. At least two 
alternative interpretations are possible, however, es- 
pecially where physicians are concerned: country of 
birth or country of medical education. Where country 
of origin is used in the analyses or tables based on the 
AMA report published in 1971 (1), it refers to country 
of graduation (medical education), and the countries are 
based on current political boundaries. In the discussion 
below, the immigration data are taken from the 
Immigration and Naturali£ation Service statistics in 
which country of origin is that of last permanent 
residence, unless otherwise indicated. Thus, the two 
major sources of datac<o not in general ascribe the same 
meaning to country of origin. Any given individual born 
in one country, educated in a second, and immigrating 
to the United States from a third might well appear 
under three different country listings, depending upon 
who was doing the enumeration a not too unlikely 
example would be that of an Indian educated in 
England who entered the United States from Canada. 
Attention is drawn to these differences to highlight the 
fact that the reader should note carefully the meaning 
of country of origin in comparing figures on countries 
or regions from which foreign medical graduates are 
currently coming to the United States. 

The past few years have witnessed a rapid 
Physicians increase in the number of physician im- 
Admitted as migrants (especially since 1965) and a 
Immigrants dramatic rise in the proportion of physi- 
^ cians immigrating from the Far T.asl and 
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South East Asia. Physicians on immigrant visas num- 
bered about 2,000 a year between 1957 and 1965 
(Table 3). In the latter year, about 1,000 were from 
Europe or Canada, and a mere 200 from all countries in 
Asia. Between 1965 and 1972, the annual number of 
physicians granted immigrant visas more than tripled, 
from 2,012 to 7,143. Within this total, European, 
Canadian, and other (African and Oceanian) immigra* 
tion increased only a little and South American immi- 
gration dropped; immigration from Asian countries 
accounted for almost all the increase. 

Table 4 and Appendix Table 1 give breakdowns by 
region and by country of last permanent residence of 
physicians admitted as immigrants for three recent 
years; the rise in physician immigration from India. 
Korea, Pakistan, Thailand, and Taiwan is clear. The 
immigration picture for 1972 has been distorted some- 
what, however, because 1972 was the first complete 
fiscal year in which exchange visitors (who constitute 
by far the largest proportion of nonimmigrant physi- 
cians) were able to convert to immigrant status under 
P.L 91-225. 

Table 5 and Appendix Table 2 give somewhat 
differing views of 1972 physician immigration. Table 5 
shows that in terms of region of birth, Asia is 
contributing more physicians to the total immigrant 
group than by region of last permanent residence 
(5,558, or 78 percent of the total, instead of 4,996, or 
70 percent). Kurope clearly is contributing fewer 
physicians and the same is also true of the Americas (9 
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percent hy country of birth versus \^ percent by 
country of last permanent residence). Appendix Table 2 
shows the suhst.mtial international migration of physi- 
cians among all the countries ol the world. Ot the 7,14.^ 



physicians admitted to the U.S. as immigrants in 1972, 
only 5,60.^ (or 78 percetil) liiid the same country of 
birth and country of last perma lent residence. 
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FOREIGN PHYSICIANS AND SURGhONS ADMIT FtD 10 FHt UNI FtlD STATES AS 
IMMIGRANTS, BY COUNI RY OR REGION OT LAST . tRMANENT RESIDENCE: 

1953-72 



Fiscil 
\ L'dr 


Total 


United 
Kingdom 


Other 
Europe 


C.itiddd 


Mexico 


Cubd 


buutn 
A merit d 


Asia 


\j incr 


\'iS^ . . . 


845 


66 


2^9 


1 30 


40 


58 


0 


0 




1^5 1 . . . 


1,040 


66 


373 


1 16 


60 


90 


0 


0 


lie 
335 


1955 ... 


1 ,046 


62 


417 


128 


63 


92 


0 


0 




lysf) . . . 


1.388 


76 


513 


151 


93 


1 12 


0 


0 


443 


1957 . . . 


1 ,990 


142 


729 


256 


95 


199 


228 


1 55 


18b 


1958 . . . 


1 ,9 


189 


592 


J 1 8 


57 


OD 




J I o 


IQl 


1959 . . . 


1,630 


1 M 


579 


210 


44 


77 


227 


207 


139 


1900 . . . 


1,S74 


125 


425 


245 


66 


94 


256 


244 


119 


1961 . . . 


1 ,h8 ^ 


140 


413 


287 


64 


94 


208 


269 


208 


196; ... 


1,797 


1 IM 


383 


280 


70 


120 


298 


265 


262 


196 ^ . . . 


2,093 


154 


421 


467 


97 


156 


327 


260 


21 1 


I9h 4 . . . 


2,249 




458 


440 


77 


229 


154 


204 


222 


1965 . . . 


2,012 


147 


421 


380 


110 


201 


348 


205 


200 


1966 


2,552 


187 


483- 


393 


1 19 


150 


355 


588 


111 


1967 . . 


3,326 


206 


596 


449 


86 


162 


358 


1,175 


294 


1968 . . . 


3,128 


185 


481 


314 


55 


215 


345 


1,277 


256 


1969 . 


2,756 


140 


426 


2^6 


32 


54 


172 


1,448 


248 


1970 . . . 


3,158 


192 


436 


240 


29 


52 


161 


1,744 


304 


1971 ... 


5,756 


268 


461 


474 


28 


95 


269 


.^,836 


325 


1972... 


7,143 


364 


547 


439 


54 


55 


263 


4.996 


425 



Source: lmmi>;rdtjon dnd Ndturali/dtion Scrvit** and Ndtioridl Siiente Tounddtion. 
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FOREIGN PHYSICIANS AND SURGEONS 
ADMIITED AS IMMIGRANTS. OY REGION 
or LASl PERMANENT RESIDENCE 







1966, 1969, and 1972 






Ri'iiioi: 






f iscal vedf 






nt List 


1966 


1969 


1972 




peruMMrnf 












icsideiKe 


Nunibt-r 


PerLent 


Number PeiieiU 


Number PefLent 


lotdl . 


2,552 


99 


2,7^6 100 


7,143 


100 


Euiope . . 


667 


26 


S79 21 


'Ml 


13 


AmeriL-i*. . 


1,210 


47 


587 21 


95'J 


1 \ 




588 


2^ 


1.H5 52 


4,996 


70 


AllKd . . . 


60 


2 


137 5 


222 


3 


ULCmiti . . 


21 


1 


18 1 


ss 


1 


Unkiunvn 


\ 




0 


0 





SuufLc: Appendix I al'ie 1 . 



1 able 5 

FOREIGN PHYSICIANS AND SURGEONS 
ADMITTED AS IMMIGRANTS, BY REGION 
OF BIRTH AND BY REGION OF LAST 
PERMANLNI RESIDENCE: 
1972 





Rcwi^»n of birth 


Region ot last 
permdnent residence 


Ruion 


Number 


Percent 


Number 


Percent 


Fotdl . . 


7,143 


101 


7,143 


100 


Europe 


654 


9 


911 


13 


AiiuTiLas . 


626 


9 


959 


13 




5,558 


78 


.^,996 


70 


AtrlLii . . . 


259 


4 


222 


3 


Ocednid . . 


46 


1 


55 


\ 



Sdiiki-: Appcfulix Table 2. 
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The couniry-bytoLinlry breakdown (Appendix 
Table 2) substantiates the notion that certain countries 
act as way-stations tor physicians immigrating to the 
United Slates from some third country; this is particu- 
larly true of the United Kingdom, Canada, and Taiwan, 
and possiblv Libya, I long Koni;, and Israel, lor ex- 
ample, 32 percent ol those coming Irom laiwan \\\:ic 
born in some other Asian country, primarily Mainland 
China (13). Some SS percent (243 of 439) ol immigrant 
f MGs reporting Canada as the last permanent residence 
were from Asia, with 92 (21 percent) from India alone. 
Another 14 percent are from f.urope. Similarly, 69 
percent (251 of 3(>l) ol those Irom the United 
Kingdom listed their country of birth as an Asian 
country, again notably India (179, or 49 percent), 
fourteen percent were born in another Luropean 
country, and 12 percent in Africa (primarily f gypt) 
thus, for a substantial fraction, the entrance into ihe 
U.S. constituted at leasi a second migraiory step; for 
many, it was undoubtedly a third or fourth step. 

Table 6 gives the number of physicians aJmitied as 
nonimmigrants who changed to immigrant status be- 
tween 1966 and 1972. The steady rise in this category is 
cleariy evident, with a maior jump in 1971 and again in 
1972 as a result of changes in immigration legislation 
noted earlier. Table 7 shows the proportion represented 
by this group of the total number ol physicians 
admitted as immigrants for those yeais, highlighting the 
slight drop in 1968 and 1969 and the dramatic rise in 
1971 and 1972. 



FORFKjN physicians and SURCiLONS WHO 
CHANC.U) f ROM NONIMMIGRANI lO 
IMMIGRANT STATUS, 
BY RLGION or BIRTH: 











\ is*. J 


\ car 










l9f>S 




1970 


P)7I 


1972 


lot.H 


. 474 


S4i 


f)S2 


S7f) 


890 


2,902 


4,^89 


t-.uri>pi' 


. 1 10 


\>^ 


1 ir> 


H.^ 


i2f) 


2IS 




Anicritds * . 




Hh 


7f> 


15 


4.^ 


75 


M 


AsLi 




567 


4 3f) 


\h\ 


f>79 


2,5 2'^ 


3,8r)l 






27 


20 


15 


V) 


7^ 


12S 


Ocr.inia . . . 


1 1 


H 


4 


) 


\ 


10 


27 



I Virtii.ilK .ill Ljriu' tiorti Cuhd .is retUK<cs. Nof.intrnii'r.ml', 
from Ihc Western Hrniisnlurc art* not allowtil l<) cli.ui^i* stjlus 
whili.' ri'sidini* in Ihc t'rmcj St.itcs. 

SoiifLf: Utuniufdiion ami Naliir.ili/.itior) Si'iml uI \.it.(jnal 
SLicntr hiufulation data, 1 abli lVi, liscal \i'ars 1''^^»'72. 
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Tabic 7 

NUMBER AND PriRCl.NTOf 
KORKIGN PHYSICIANS AND SURGLONS 
ADMITTTD AS IMMIGRANIS WHO CHANGED 
FROM NONIMMKjKANT STATUS: 
1966-72 





Tulal 






I istal 


lort'i^ii [)hvsitiarii» 


C handed 


Status 


year 


adnuttcd as inmii^rants 


Nunibi-r 


Percent 


196(1 


2,522 


474 


19 


1967 .. 


3,326 


841 


25 


1968 .. 


3,128 


652 


21 


1969 .. 


2,756 


576 


21 


1970 


3,158 


890 


28 


1971 


5,756 


2,902 


50 


1972 


7,143 


4,389 


61 



Source: 1 abk-s 3 and 6. 



Table 8 shows ;he number and percent of physicians 
admitted as permanent residents in 1972 by region of 
birth and visa status, indicating that only 39 percent of 
immigrants were in fact admitted as permanent resi- 
dents directly from another country. The other 61 
percent had changed from nonimmigrant to immigrant 
status while residing in the United States. This option 
(changing status while still living in the U.S.) is not open 
to citizens of countries in the Western flemisphere 
(except for Cuban refugees), which explains the low 
number from the Americas who changed status. Among 
the "direct" immigrant group, f)2 percent were from 
Asia (1,697 t^f 2,754); the other percentages were as 
follows: Americas, 21 percent; I uropt*, 12 percent; 



I able 8 

rORLIGN PHYSICIANS AND SURGtONS 
ADMirTJ:D AS IMMIGRANTS. BY RF.GION 
or BIRTH AND VISA STATUS: 
1972 



Chanjied status Din'tt ininii^rants 



Region 


lot.il 


Number 


Pciiint 


NuiTibtr 


Peru- 


lotal . 


7.143 


4,389 


h\ 


2.754 


39 


Eurcipc . . 




32() 


SO 


^28 


50 


Anicricas 


()26 


47 


8 


579 


92 


Asia .... 


5,558 


3,86 1 


69 


1,697 


3! 


Africa . . . 


259 


128 


49 


131 


51 


Oceania 


46 


27 


59 


!9 


41 



1 Chanuod from noiiimniii;r.uit in iinnii^fcinl status wfiilc 
residing ir? rh^ Umli'd :5t.it<'s. 

Source: Ininn^ration .ind Natuf .Hi/ation Si'fviu' .ind National 
Scirnci- f <>und.itir)n data, 1 able D I and I .ible D4, tisc.d year 
1972. 
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A\trica, 5 percent; and Oceania, 1 percent. Whether 
these patterns will continue is open to conjecture, but it 
will be important in future years to continue to 
differentiate the group which converts from nonimmi- 
grant to immigrant status irom the group which 
immigrates directly, whatever its si/e. 



Physicians Table 9 and Appendix Table 3 give the 
Admitted as breakdown of the 4,273 physicians 
Nonimmigrants admitted as nonimmigrants in 1972 by 
•^*^l',!on and by country of origin. Al- 
though the number and percent of 
physicians from Asia is substantially higher than that 
from any other region, the preponderance is not nearly 
as marked as it is with the immigrant group. One clear 
difference between the immigrant group and the nonim- 
migrant group in 1972 is that, for the latter, the country 
of birth and country of last permanent residence 
corresponded much more closely; 92 percent of the 
nonimmigrants were born in and departed from the 
same country. For this group, then, it would appear 
that this is the first migratory step; for those who plan 
to convert to immigrant status after their arrival, it may 
well be the last. 



Table 9 

FORLIGN PHYSICIANS AND SURGEONS 
ADMITTED AS NONIMMIGRANTS, BY 
REGION OF BIRTH AND REGION OF 
LAST PERMANENT RESIDENCE: 
1972 



Region of birth 



Region of last 
permanent residence 



Region 


Number 


Percent 


Number 


Percent 


Total . 


4,273 


100 


4,273 


99 


Europe . • 


1.046 


24 


1,039 


24 


Americas 


1.011 


24 


1.078 


25 


Asia .... 


1,976 


46 


1,936 


45 


Atrica . . . 


169 


4 


143 


3 


Oceania . 


7i 


2 


77 


2 



ERIC 



Source: Appendix Table 3, 



U.S. 'horn The country of origin for U.S. -born fpr- 
Fore/Qn eign medical graduates (i.e., the country of 
Medical medical education) is restricted almost 
(Iraduates entirely to those in Kurope (Table 10); in 
1970. some 89 percent of the U.S. F MGs 
had graduated from schools in 25 l-.uro- 
pean countries. Italy and Switzerland together contribu- 
ted 45 percent of the total foreign-educated group, and 
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Spain and the United Kingdom another 21 percent. 
Outside F.uropc, Mexico contributed the highi st propor- 
tion of the U.S. -born foreign-trdned physicians (7 
percent). (These figures represent U.S. citi2ens returning 
to the United States after medical schc.^ abroad over 
cjuite a number of years prior to 1970, and thus they 
may reflect education or migratory patterns predomi- 
nating in the 1960s or earlier. They are not strictly 
comparable to the 1972 immigration figures discussed 
above.) 

Table 10 

U.S.-BORN FOREIGN MEDICAL GRADUATES 
IN THE UNITED STATES, BY COUNTRY OF 
GRADUATION: 
1970 



Country of graduation Number 



Grand total 5,972 

Europe 5,342 

194 
208 
10 
3 
53 



Austria 

Belgium 

Czechoslovakia 
Denmark . . . . 
East Germany . 



Finland . 
France . 
Greece . 
Hungary 
Iceland . 
Ireland . 



Italy 

Netherlands 
Norway . . 
Poland . . . 
Portugal . . 



Kortiania 

Spain 

Sweden 

Switzerland 1,338 



2 

115 
41 
21 

1 

151 

1,375 
232 
2 
9 

10 
5 

622 
2 



Turkc/ 



USSR 

United Kingdom 
West Germany . 
Yugoslavia . . . . 



Oceania . 
Australia 



1 

16 
667 
253 

11 

18 
18 



Country of graduation Number 



Americas . . 
Argentina . 
Brazil . . . . 

Chile 

Colombia 
Costa Rica 



Cuba 

Dominican Republic 

Ha ti 

Jamaica 

Mexico 



Panama . . 
Peru . . . . 
Venezuela 



Asia . . . . 
China . . 
Israel 
japan .. 
Lebanon 



Philippines . 
South Korea 
Taiwan . . . . 
Thailand . . . 



Africa 

Rhodesia . . 
South Africa 
Egypt . . . . 



485 
4 
4 
7 
4 
1 

25 
18 
2 
2 

413 

1 
2 
2 

119 
18 
3 

29 
36 

28 
1 
3 
1 

8 

1 

6 
1 



Source; Reference 1. 



Selected Characteristics 



Although performance in medical care delivery is the 
key criterion on which USMGs and FMGs might be 
compared, certain demographic or other descriptive 



factors arc also of interest. Reviewed here are age, sex, 
major professional activity, specialty, and geographic 
location. 

Following the presentation of the data on the entire 
FMG group for the factors noted above, the subgroupof 
FMGs in graduate medical education (specifically, in- 
ternships and residencies) will be examined separately. 
The distribution of FMGs in training programs by 
geographic location, hospital affiliation status, and 
specialty will be given particular attention. Although 
this approach does result in some duplication of the 
topics covered for the en lite FMG group, because of the 



crucial importance that hospital training positions have 
for FMGs in the U.S., it is felt that this additional 
examination is warranted. 

Age The FMG population, on the average, is younger 
than the USMG population, as can be seen in 
Table 11. In 1963, some 49 percent of FMGs 
were under 40, compdiod with 37 percent of 
USMGs. In 1967, the figures were 50 percent and 36 
percent; in 1970, the figures were 46 percent and 37 
percent. The distribution of physicians by age groups 
and country of graduation for three selected years is 
given in Table 12, with percentages, for each age. 



Table 1 1 

PHYSICIANS IN THE UNITED STATES UNDER AND OVER 40, 

BY COUNTRY OF GRADUATION: 
1963, 1967, and 1970 

U.S. medic«il graduatf ■ Foreign medical graduates 



Age group Percent Number ^ Percent Number 



All ages 23iJ,571 100 36,569 100 

Under 40 88,894 37 17.899 49 

Over 40 149,677 63 18,670 51 



1967 



All ages 255,104 100 51,866 100 

Under 40 92,151 36 26,042 50 

Over 40 162,953 64 25,824 50 



1970 



All ages 270,637 100 63,391 100 

Under 40 99,536 37 28.946 46 

Over 40 171,101 63 34,445 54 



Including Canadians. 
Souiwv*: References 1 and 14. 



O 

In analyzing the ( MG group, it is clear that most 
enter the United States early in their careers, which is 
consistent with the notion that most come with the 
initial intention of obtaining advanced medical training. 
Up to 1970, the maiority (37,366 or 59 percent) had 
graduated from medical school within the previous 15 
years, and 40 percent since 1960 (1, pp. 165, 277). In 
general, those countries contributing the largest number 
of immigrant physicians to the United States are also 
contributing the largest number of those recently 
graduated, including the Philippines, India, Canada, 
Korea, Iran, and Thailand (1). This age differential has 
implications for the United States, and even more 
significant implications for the donor countries, which 
are losing not just doctors, but young doctors. 



Sex Members of the medical profession in the United 
States are predominantly male, but this tends to 
be more true of Americans than of foreign 
graduates. In 1963, for example, the percentage of 
females among the foreign medical graduates (including 
Canadians) was markedly higher (12 percent) than 
among U.S. graduates (5 percent) (Table 13). In 1967, 
the figures were 13 percent and 6 percent; in 1970, the 
comparable figures were 15 percent and 6 percent. 
When only those under the age of 40 are considered, the 
difference between USMGs and FMGs in terms of sex 
distribution is somewhat more striking (Table 14). In 
1963, the proportion of women among the foreign 
medical graduates under 40 was 12 percent compared 
with 5 percent for the Americans. Vox 1967, the figures 
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were 15 percent and 6 percent; for 1970. the figures 
were 18 percent and > percent (althi)Utth the latter is 
based on estimated numbers only). 

Changing the frame of reference from U.S. versus 
foreign medical graduates to female versus male physi- 
cians gives similar evidence ot a larger foreign compo- 
nent among women physicians than among men. In 
1963. among the women medical graduates as a group, 
the proportion who were foreign graduates was 25 
percent and among the men 13 percent (14). These 
figures have risen steadily over the years. The respective 
proportions of women and men who wi^re ! MGs were 
32 percent and 16 percent in 1967. and 36 percent and 
18 percent in 1970. Among women under 40. the 
proportion in 1963 who were foreign graduates was 31 



percent; among the men. 16 percent. By 1967, among 
the women under 40. the proportion who were foreign 
graduates was still higher (44 percent) than among the 
men (20 percent). For 1970, the proportion (based on 
estimated figures) are 51 and 20 percent, respectively. 

In summary, then, two trends seem to be clear. 
There are relatively more women among the foreign 
medical graduates than among the U.S. medical gradu- 
ates, especially at the younger ages. In addition, among 
the female physicians as a group, there are more foreign 
graduates than among the male physicians as a group. 
More detailed analysis in terms of av*' ity and location 
would be required before any inferences might be 
drawn about the implications of this sex differential for 
health care delivery in the United States. 



T^hle 12 

PHYSICIANS IN THt: UNI F.D STATES, 
BY AGt GROUP AND COUNTRY OF GRADUATION: 
1963, 1967, and 1970 



U.S. ForelRn 
AKt* >iruup medical Kradualcs medital graduates ' 

ph\sicians 

in the U.S. Number Percent Number Percent 



1963 

Allajics .... 275.140 238.57 I 87 36.569 13 

Under 30 30.262 25.23^) 83 5,023 17 

30-39 76.531 63.655 83 12.876 17 

•to- 49 66.574 59.43 ^ 89 7,141 11 

59 51.273 44.^)83 88 6.290 12 

(,0- 69 29.249 25.584 87 4.665 13 

70 and over 21.251 19.67 7 93 1.574 7 



1967 

Aliases .... 306,970 25S.104 84 S1.866 17 

Under M) )4.615 26.909 78 7.706 22 

30 -3^) 83,578 65.242 78 18.336 22 

40-49 75.697 63.703 84 11.994 16 

50 . 59 55.661 48.196 87 7.465 M 

60 69 ^4,918 30.804 88 4.114 12 

70andover 22.501 20.2SO 90 2.251 10 



' " " ' 1970 

Aliases .... 3^4.028 270,637 81 63.391 i9 

Under 30 ^8.569 32.831 85 5^38 15 

30- 39 89.91.. 66.705 74 23.208 26 

40-49 82.108 64.558 79 17,550 21 

50-59 58,485 50.489 86 7.996 14 

60-69 't0.056 34.447 86 5,609 14 

70andover 24.897 21.607 87 3.290 13 



' Including Canadians. 
Source. Kelcfcnci-s 1 and 1 t. 



Table 13 

PHYSICIANS IN THE UNITtD STATES, 
BY SEX AND COUNI RY OF GRADUATION: 
1963, 1967, and 1970 



U.S. Koreiun ' 

All medical graduates mi-dttal graduates 



Sex 


physicians 


Number 


^*ercent 


Number 


Percent 








1963 






Both sexes 


275,140 


238,571 


100 


36,569 


100 


Men . . 


257,818 


225,51 1 


95 


32,307 


88 


Women 


17,322 


13,060 


5 


4,262 


12 








1967 






Both riexes 


306,970 


255,104 


100 


51,866 


100 


Men . . 


285,566 


240,608 


94 


44,958 


87 


Women 


21,404 


14,496 


6 


6,908 


13 








1970 






Both sexes 


334,028 


270,637 


100 


63,391 


100 


Men . . 


308,627 


254,444 


94 


54,183 


85 


Women 


25,401 


16,193 


6 


9,208 


15 



1 Including Canadians. 

Source: References 1 and 14. / 



Table 14 

PHYSICIANS IN THE UNITED STATES 
UNDER 40 YEARSOK AGE, 
BY SEX AND COUNTRY OF GRADUATION: 
1963, 1967, and 1970 





All 


U.S. 




Foreign 






phvsicians 


medical 


medical 






under 


graduates 


graduates 


I 




40 years 










Sex 


or age 


Number 


Percent 


Number Percent 








1963 






Both sexes 


. 106.793 




inn 


17 AQQ 


inn 


Men . . . 


. 99,742 




QC 


15,728 


88 


Women . 


7,051 




5 


2,171 


12 








1967 






Both sexes 


. 118,193 


92,151 


100 


26,042 


100 


Men . . . 


. 109,079 


87,009 


94 


22,070 


8^ 


Women . 


9,114 


5,142 


6 


3,972 


15 








1970 






Both se rs 


^ 129»30U 


100,354 


100 


28,946 


100 


Men . . 


. 119,150 


95,415 


95 


23,735 


82 


Women 


. 10,150 


4,939 




5,211 


18 



1 Including Canadians. 

2 Estimated active physicians only. 
Source: References 1 and 14. 



Table 15 

FOREIGN MEDICAL GRADUATES IN COMPARISON WITH ALL PHYSICIANS 
IN THE UNITED STATES, BY MAJOR PROFESSIONAL ACTIVITY AND 
COUNTRY OF GRADUATION: 
1970 

U.S. Foreign 
1 oial physicians medical graduaies medical graduates 



Maior professional activiiv Number Percent Number Percent Number Percent 



Total 


334,028 


100.0 


270.637 


100.0 


63,391 


100.0 




278.535 


83.4 


225,622 


83.4 


52.913 


83.4 


Otfice-basi'd practice 


192.439 


57.6 


167,949 


62.1 


24.490 


38.6 




51,228 


15.3 


33.969 


12.6 


17.259 


27.2 


Full-time phvsician siatt .... 


34,868 


10.4 


23,704 


8.8 


11,164 


17.6 


Other professional activity . . . 


32.310 


9.7 


25.542 


9.4 


6,768 


10.7 




5.588 


1.7 


4.446 


1.6 


1 ,142 


1.8 




12.158 


3.6 


10.667 


3.9 


1,491 


2.4 




11,929 


3.6 


8.321 


3.1 


3,608 


5.7 




2.635 


0.8 


2.108 


0.8 


527 


0.8 




358 


0.1 


73 




285 


, 2 




19.621 


5.9 


17.330 


6.4 


2.291 


3.6 




3.204 


1 n 


2,070 


0.8 


1.134 


1.8 



1 Including Canadians. 

2 Less than 0.05 percent. 
Suurce: Relerence 1. 
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Major Foreign medical Rradudtcs in house staff 
Professional or other full-time hospital positions arc a 
Activity major aspect ol the whole medical migra- 
tion phenomenon, because these positions 
act as a point of ready access to perma- 
nent practice in the United States. By no means arc all 
foreign physicians in hospital practice, however; nearlv 
25,()O0 of 6:1.391 (or 39 percent) foreign medical 
graduates (including Canadians) were in ofticc-bascd 
practice in 1970 (Tabic 15). Over 4,700 foreign-trained 
physicians (7 percent) were in medical teaching or 
research,' and almost 1,500 (2 percent) in administra- 
tion. 

Taking all physicians as the frame of reference, only 
about 13 percent of the physicians in office practice in 
1970 were graduates of foreign medical schools (Table 
I). Ihis percentage may be expected to increase in the 
future, however, as more physicians leave graduate 
educational posts and as requirements for State licen- 
sure become more standardized in terms of reciprocity. 
As of 1970, foreign medical graduates were most 
concentrated in hospital-based patient care, in that 
one-third of all physicians in that category were foreign 
medical graduates: 35 percent of the interns or residents 
and 32 percent of the full-time hospital staff. !n 
addition, 30 percent of all physicians in research were 
foreign medical graduates, as were 20 percent of all 
physicians in medical teaching, and 12 percent of all 
physicians in administration. 

Foreign medical graduates have long made a substan- 
tial contribution to American medical research. A study 
by West in the mid-1960s concluded that the United 
States was thv recipient of substantial foreign aid in 
terms of the number of biomedical scientists (15). More 
studies in this area need to be done in light of the 
manpower and funding situation of the 1970s. Until 
recently, manpower studies of resources for medical 
research undertaken by the National Institutes of 
Health had taken little note of the substantial role of 
foreign medical graduates (16). The current effort in the 
Division of Manpower Intelligence, Bureau of flealth 
Resources Development, to project the supply and 
output requirements for health manpower lo 1990 is a 
major change of direction in this legard, however; I MGs 
occupy a central role in tnat analysis (17). 

Specialty Total numbers of foreign medical gradu- 
ates (including Canadians) compared by 
specialty with the total number of physi- 
cians in the United States for 1970 are presented in 
Table 16 A high proportion of I MGs in anesthesiology, 
pathology. pe(!iatric cardiology, and physical medicine 



is seen. FMGs as a whole are less often found in 
dermatology, occupational medicine, ophthalmology, 
L)rthv)pedic surgery, and public health. 

Thi* percentage distribution of I MGs by selected 
specialty (Table 17) indicates that about 40 percent of 
the lota' I M(i group can be found in one of the fivt 
major specialties (internal medicine, pediatrics, general 
surgery, obstetrics and gynecology, and psychiatry). 
With the acdition of general practice, about 52 percent 
of the FM'^ group is included. Roughly the same 
proportion o^ USMGs are in the five maior specialties 
(38 percent), hut liie addition of general practice brings 
the total to 57 .UMxent. 

The distribution of foreign medical graduates (in- 
cluding Canadian) by specialty and maior professional 
activity is given in Appendix Table 4. Table 18 presents 
the distribution of FMGs in selected specialties by 
major activity, indicating some differences by specialty 
among the three major activities. Some 47 percent of 
those I MGs in hospital-based practice (interns, resi- 
dents, and full-time staff) are found in one of the five 
major specialties, compared with 40 percent of those in 
office-based practice and 34 percent of those in all 
other activities. When FMGs in general practice are 
added, however, the highest proportion of FMGs is 
found in office-based practice (64 percent) rather than 
hospital-based practice (53 percent) or other activities 
(36 percent). 



Geographical One distinctive characteristic of Ameri- 
Area can medicine is its locus in major cities. 

Foreign medical graduates, even more 
than their American counterparts, gravi- 
tate toward metropolitan areas. In 1970, 
for example, about 9 percent of all foreign medical 
graduates (excluding Canadians) were located in non- 
metropolitan areas. Approximately 15 percent of the 
non-Federal USMGs were located in nonmetropolitan 
areas. Of the resident population in 1970, about 26 
percent could be found outside SMSAs (1, 18). Table 
19 gives the distribution of I MGs (excluding Canadians) 
in metropolitan areas by region of medical education as 
of 1970. As noted earlier, almost 90 percent of all 
FMGs are located in cities, but among the FMG group, 
there is some variation as to location. Those FMGs 
educated in the Americas are rather more dispersed into 
the nonurban areas of America than the FMG group. On 
the other hand, those educated in India and Pakistan are 
notably more concentrated in the cities. 



Table 16 

PHYSICIANS IN THE UNITED STATES, BY SPECIALTY AND COUNTRY OF GRADUATION: 

1970 



Foreign medical graduates ^ Foreign medical 

Total graduates as percent 

Spetially physicians Canadians Other Total of total physicians 



Total 334,028 

General practice 57,948 

Allergy 1,719 

Cardiovascular diseases 6,476 

Dermatology 4,003 

Gastroenterology 2,010 

Internal medicine 41,872 

Pediatrics 17,941 

Pediatric allergy 391 

Pediatric cardiology 487 

Pulmonary disease 2,315 

General surgery 29,761 

Neurological surgery 2,578 

Obstetrics and gynecology 18,876 

Ophthalmology 9,927 

Orthopedic surgery 9,620 

Otolaryngology 5,409 

Plastic surgery 1,600 

Colon and rcc?-*' surgery 667 

Thoracic surgery 1 1809 

Urology 5,795 

Aviation medicine 1,188 

Anesthesiology 10,860 

Child psychiatry 2,090 

Diagnostic roentgenology .... 1 .968 

Forensic pathology 200 

Neurology 3,074 

Occupational medicine 2,713 

Psychiatry 21,146 

Pathology 10,283 

General preventive medicine . . 804 

Physical medicine and rehabilitation 1 ,479 

Public health 3,029 

Radiology 10,524 

Therapeutic radiology 868 

f :her and unspecified 19,415 

Inactive, unknown, and not 

classified 23,183 



174 


57,217 


63,391 


19 


770 


6,742 


7,512 


13 


36 


191 


227 


13 


101 


1,249 


1,350 


21 


83 


388 


471 


12 


41 


390 


431 


21 


522 


6,372 


6,894 


16 


245 


3,542 


3,787 


21 


4 


80 


84 


21 


11 


169 


180 


37 


46 


618 


664 


29 


462 


5,286 


5,748 


19 


80 


409 


489 


19 


339 


3,064 


3,403 


18 


210 


810 


1,020 


10 


205 


882 


1,087 


11 


128 


641 


769 


14 


34 


213 


247 


15 


22 


62 


ft4 


13 


27 


365 


392 


22 


106 


739 


845 


15 


14 


32 


46 


4 


261 


3,304 


3,565 


33 


75 


425 


500 


24 


32 


336 


368 


19 


5 


42 


47 


24 


89 


624 


713 


23 


80 


179 


259 


10 


563 


5,025 


5,588 


26 


247 


3,132 


3,379 


33 


17 


90 


107 


13 


27 


501 


528 


36 


64 


261 


325 


11 


175 


1,407 


1,582 


15 


19 


209 


228 


26 


399 


6,363 


6,762 


35 


635 


3,075 


3,710 


16 



1 Including Canadians. 

Source: Reference 1. Balfe,B.E., Lorant. ).H., and Todd, C. Reference Data on the Profile of Medical Practice, 
Chicago; American Medical Association, 1971, pp. 6-8. 



Table 17 

PHYSICIANS IN THE UNITED STATES IN SELECTED SPECIALTIES. BY 
COUNTRY OK GRADUATION: 
19?0 



Foreign U.S. 
Total medical graduates ^ medical graduates 

Specially phvNitian^ Nunibei Percent Number Percent 



Total 334,028 63,391 100 270.637 100 



Selected specialties and general practice . . 


187.544 


32,932 


52 


154,612 


57 




12y.596 


25.420 


40 


104,176 


38 




41.o72 


6,894 


11 


34,987 


13 




17.941 


3.787 


6 


14,154 


5 




29.761 


5,748 


9 


24,013 


9 




18.876 


3.403 


5 


45,473 


6 




21.146 


5.588 


9 


15,558 


6 




57.948 


7,512 


12 


50,436 


19 




146,484 


30,459 


48 


116,025 


43 



' Including Canadians. 

^ Includes all other specialties, unspecified specialties, inatlive, unknown, and not classified. 
Source; Compiled from Table 16. 

Note: Percentages may not add due to independent rounding. 



Table 18 

FOREIGN MEDICAL GRADUATES ^ IN THE UNITED STATES IN SELECTED SPECIALTIES. 

BY MAJOR PROFESSIONAL ACTIVITY: 
1970 



Hospital'bu^vu Office based Other 
practice PraLtice activities 



Specialiv Number Percent Number Peitent Number Percent 





28,423 


100.0 


24,490 


100.0 


6,768 


100.0 


Selected specialties and 












36.2 




14,922 


52.5 


15.560 


63.5 


2,450 




13,433 


47.3 


9,699 


39.6 


2,288 


33.8 




3.576 


12.6 


2.699 


1 1.0 


619 


9.2 


Pedialrits 


1.893 


6.7 


1.439 


5.9 


455 


6.7 




3,454 


12.2 


2.013 


8.2 


281 


4.2 


ObstetrlLs/Gvnecologv .... 


1,490 


5.2 


1,673 


6.8 


240 


3.5 




3,020 


10.6 


1,875 


7.7 


693 


10.2 




1.489 


5.2 


5,861 


23.9 


162 


2.4 




13,501 


47.5 


8.930 


36.5 


4,318 


63.8 



1 lnv.ludmg Canadians. 

2 Including all other and unspecified specialties and excluding inactive, unknown, and not classified. 
Source: Appendix Table 4. 



Table 19 

FOREIGN MEDICAL GRADUATES IN METROPOLITAN OR NONMETROPOLITAN AREAS 
or THE UNITED STATES, BY REGION OF ORIGIN: 
1970 



Rejjion ot origin 



Total 



Standard 
metropolitan 
statistical area 
Number Percent 



Non-standard 
metropolitan 
statistical area 



Number Percent 



Number 



Unknown 

Percent 



All regions .... 


57,217 ^ 


51,053 




24,756 


21,898 




9,927 


8.192 




20,829 


19.368 


India and Pakistan 


4,741 


4,543 


All other 


16,088 


14,825 




1,301 


1,216 


Oceania 


404 


379 



1 Excludmj^Canandians. 
Source: Retc'rence I. 



89 5,186 9 978 2 

88 2,555 10 303 1 

83 1,312 13 423 4 

93 1,235 6 226 1 

96 157 3 41 1 

92 1,078 7 185 1 

93 68 5 17 1 

94 16 4 9 2 



The uneven geographical distribution is also seen on 
a Siate-by-State breakdown (Tables 20 and 21 ). Taking 
the State of New York as a whole, for example, foreign 
medical graduates represented about 19 percent of all 
physicians in 1959 (19, p. 11 ); the proportion has risen 
steadily, such that in 1970, about 38 percent of 
physicians in the State were graduates of foreign schools 
(Table 20). Other States notable fur a rising and 
substantial proportion of foreign-trained physicians arc 
Rhode Island, Delaware, New Jersey, and Illinois. In 
contrast, Slates such as /Xrkansas, Idaho. Mississippi, 
and Utah have an inconsequential proportion of f MGs 
(19). 

Of the total I'MG population (including Canadians), 
almost 72 percent were distributed in 10 States, with 
New York having by far the largest share (Tables 21 and 
22). U.S. mediial graduates as of 1970 were not quite as 
heavily concentrated; 57 percent of the U.S. graduates 
..ere in 10 Stales. These werenot all the same Stales as 
cHe f MCis, however, the top 10 Stales for U.S. medical 
graduates include Texas but nut Maryland. The lop ten 
States In proportion of either TMGs or USMGsdid not 
take in as high a proportion of the U.S. resident 
population, however. About 51 percent of the U.S. 
population (as of December 31 , 1970) was found in the 
10 States with 72 percent ot the f'MGs; looking at the 
10 States with thf 57 percent of USMGs, some 55 



percent of the population is included. This would 
appear to substantiate the notion that FMGs are 
concentrated in certain States (especially New York) 
beyond what might be expected in comparison with the 
distribution of either the resident population or USMGs, 
but this remains to be evaluated further, controlling for 
such variables as age, sex, and current professional activ. 
ity. 

Six Stales are among the lop ten in both proportion 
of f-MGs out of the tot.^i number of physicians in that 
State and in proportion of FMGs out of the total number 
of I MGs: New York, New Jersey, Illinois, Ohio, 
Michigan, and Maryland (Table 22). Other States having 
a high proportion of f-MGs rei^tivp to the total number 
of doctors in the Stale are Rhode Island, Delawarf*, 
West Virginia, and Connecticut. The FMGs in these 
Stales are not necessarily in the same activities, however 
(Appendix Table 5). in some of these Slates, a relatively 
high proportion are filling house staff positions (e.g., 
Michigan). In other States, the proportion of FMGs in 
graduate medical education is lower (e.g., Delaware or 
West Virginia) and the FMGs in those States are more 
highly concentrated iti office or hospital-based practice. 
(Appendix Table 5 should not be compared directly 
with Tables 20-22, because it does not include Cana- 
dians and the others do. A breakdown of Canadian 
graduates by activity and location was not available at 
the lime this report was prepared.) 
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Table 20 

NUMBER AND PERCENT OF PHYSICIANS IN EACH STATE, BY COUNTRY OF GRADUATION: 

1970 



Foreign medical graduates Percent of physicians 





Total 










U»5. 


Foreign 




physicians 


U.S. medical 








medical 


medical 




in State 


graduates 


1 otai 


Canadians 


Other 


graduates 


graduates 




334,028 


270,637 


63,391 


6,174 


57,217 


81.0 


19.0 




3,377 


3,219 


158 


11 


147 


95.3 


4.7 




324 


303 


21 


4 


17 


93.5 


6.5 




2,938 


2,608 


330 


48 


282 


88.8 


11.2 




1.955 


1,924 


31 


6 


25 


98.4 


1.6 




41,640 


37,476 


4,164 


1,184 


2,980 


90.0 


10.0 




4,386 


4,076 


310 


51 


259 


92.9 


7.1 




6,072 


4,617 


1,455 


188 


1,267 


76.0 


24.0 




783 


543 


240 


23 


217 


69.3 


30.7 




4,073 


3,253 


820 


42 


778 


79.9 


20. 1 




1M51 


9,513 


1,938 


169 


1,769 


83.1 


16.9 




5,546 


5,088 


458 


24 


434 


91.7 


8.3 


Hawaii 


1,235 


999 


236 


33 


203 


80.9 


19.1 




718 


697 


21 


10 


11 


97.1 


2.9 


Illinois 


16,323 


11,608 


4,715 


173 


4,542 


71.1 


28.9 




5,470 


4,954 


516 


43 


473 


90.6 


9.4 




3,061 


2,708 


353 


30 


323 


88.5 


11.5 




2,910 


2,582 


328 


29 


299 


88.7 


11.3 




3,560 


3,192 


368 


22 


346 


89.7 


10.3 




4,768 


4,476 


292 


31 


261 


93.9 


6.1 




1,186 


903 


283 


109 


174 


76.1 


23.9 




9,518 


7,140 


2,378 


129 


2,249 


75.0 


25.0 




12,576 


10,227 


2,349 


351 


1,998 


81.3 


18.7 




11,364 


8,559 


2,805 


429 


2,376 


75.3 


24.7 




6,145 


5,303 


842 


197 


645 


86.3 


13.7 




2,077 


2,001 


76 


9 


67 


96.3 


3.7 




6,314 


5,283 


1,031 


49 


982 


83.7 


16.3 




787 


743 


44 


14 


30 


94.4 


5.6 


Nebraska 


1,855 


1,777 


78 


8 


70 


95.8 


4.2 




595 


557 


38 


24 


14 


93.6 


6.4 




1,098 


857 


241 


96 


145 


78.1 


21.9 




10,923 


7,565 


3,358 


134 


3,224 


69.3 


30.7 




1,390 


1,242 


148 


21 


127 


89.4 


10.6 




44,800 


27,795 


17,005 


1,059 


15,946 


62.0 


38.0 




6,069 


5,696 


373 


62 


311 


93.9 


6.1 




660 


528 


132 


41 


91 


80.0 


20.0 




14,740 


10,996 


3,744 


228 


3,516 


74.6 


25.4 




2,899 


2,775 


124 


19 


105 


95.7 


4.3 




3,181 


2,981 


200 


59 


141 


93.7 


6.3 




18,712 


15,779 


2,933 


223 


2,710 


84.3 


15.7 




1,638 


1,084 


554 


59 


495 


66.2 


33.8 




2,670 


2,560 


110 


11 


99 


95.9 


4.1 




629 


556 


73 


3 


70 


88.4 


11.6 




5,022 


4,698 


324 


18 


306 


93.5 


6.5 




14,952 


13,307 


1,645 


105 


1,540 


89.0 


11.0 




1,569 


1,508 


61 


18 


43 


96.1 


3.9 




868 


756 


112 


41 


71 


87.1 


12.9 




6,552 


5,588 


964 


68 


896 


85.3 


14.7 






4,939 


623 


194 


429 


88.8 


11.2 




1,946 


1,465 


481 


18 


463 


75.3 


24.7 




5.588 


4,893 


695 


53 


642 


87.6 


12.4 




364 


346 


18 


5 


13 


95.0 


5.0 




2,836 


^4l2 


1,424 


10 


1,414 


49.8 


50.2 


APO.FPO 


3,149 


2,912 


237 


33 


204 


92.S 


vs 




3,204 


2,070 


1,134 


156 


978 


64.6 


35 4 



Source; Reference I. 



Table 21 

DISTRIBUTION OF U.S. MEDICAL GRADUATES 
AND FOREIGN MEDICAL GRADUATES, BY STATE: 
1970 



State 



U.S. Foreign medical 

medical graduates xr^duatcs 1 



. Number Percent Number Percent 



Total 270,637 100.0 63,391 100.0 

Alabama 3,219 1.2 158 .2 

Alaska 303 .1 21 

Arizona 2,608 1.0 330 .5 

Arkansas 1,924 .7 31 

Calirornia 37,476 13.9 4,164 6.6 

Colorado 4,076 1.5 310 .4 

Connecticut 4.617 1.7 1,455 2.3 

Delaware 543 .2 240 .4 

District of Columbia . 3,253 1.2 820 1.3 

Florida 9,513 3.5 1,938 3.1 

Gcorwa 5,088 1.9 458 .7 

Hawaii 999 .4 236 .4 

Idaho 697 .3 21 

Illinois 11,608 4.3 4,715 7.4 

Indiana 4,954 1.8 16 .8 

Iowa 2,708 1.0 353 .6 

Kansas 2,582 1.0 328 .5 

Kentucky 3,192 1.2 368 .6 

Louisiana 4,476 1.7 292 .5 

Waine 903 .3 283 .4 

Ma.-,:^r.d 7,140 ?.6 2,378 3.8 

Massachusetts 10,227 3.8 2,349 3.7 

Michigan 8,559 3.2 2,805 4.4 

Minnesota 5,303 2.0 842 1.3 

Mississippi 2.001 .7 76 .1 

\ Including Canadiant^. 
2 Less than .05 percent 
Source: Reference 1. 



State 



U.S. Foreign 
medical graduate medical graduates » 



Number Percent Number Percent 



Missouri 5,283 

Montana 743 

Neb.aska ; . . 1,777 

Nevada 557 

New Hampshire .... g57 

New Icrsey 7,565 

New Mexico 1,242 

New York 27,795 

North Carolina 5,696 

North Dakota 528 

Ohio 10,996 

Oklahoma 2,775 

Oregon 2,981 

Pennsylvania 15,779 

Rhode Island 1,084 

South Carolina 2,560 

South Dakota ... 551 

Tennessee 4,698 

Texas 13,307 

Utah 1,508 

Vermont 756 

Virginia 5,588 

Washington 4,939 

West Virginia 1,465 

Wisconsin 4,893 

Wyoming 346 



Other and Unknown 



6,394 



2.0 


1,031 


1.6 


■\ 


44 




.7 


78 


.1 


,2 






.3 


241 


.4 


2 8 


3,358 


5.3 


.5 


148 


.2 


10.3 


17,005 


26.8 


2.1 


373 


.6 


.2 


132 


.2 


4.1 


3,744 


5.9 


1.0 


124 


.2 


1.1 


200 




5.8 


2,933 


4.6 


.4 


554 


.9 


1.0 


no 


.2 


.2 


73 


.1 


1.7 


324 


.5 


4.9 


1,645 


2.6 


.6 


61 


.1 


.3 


112 


,2 


2.1 


964 


1.5 


1.8 


623 


1.0 


.3 


481 


.8 


1.8 


695 


1.1 


.1 


18 




2.4 


2,795 


4.4 
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State 



10 - State total 



California . . . 
New York . . . 
PcnnsylNania . 

Texas 

Illinois 

Ohio 

Michigan . . . . 
New I erscy . . 

Florida 

Massachusetts 



Maryland 



RhoJc Island 
Delaware . . . 
West Virginia 
Connettitut 



Table 22 

TEN HIGHEST RANKING STATES ON BASIS OF POPULATION, 
FOREIGN MEDICAL GRADUATES, U.S. MEDICAt GRADUATES, AND 
PROPORTION OF FOREIGN MEDICAL GRADUATES; 
1970 



Resident population 


U.S. 


medical 


Foreign medical 


Foreign medical 


12/31/70 


graduates 


graduates ' 


graduates ' 








Percent of 




Percent of 


Percent of 




Percent 




tot««l 




total 


all physicians 


Rank 


or U.S. 


Rank 


USMGs 


Rank 


FMGs 


Rank in State 




54.8 




56.5 




71.6 


- 


1 


9.9 


1 


13.9 


3 


6.6 


— 


2 


8.9 


2 


10.3 


1 


26.8 


1 38.0 


3 


5.7 


3 


5.8 


6 


4.6 




4 


5.6 


4 


4.9 








5 


5.5 


5 


4.3 


2 


7.4 


S 28.9 


6 


5.2 


6 


4.1 


4 


5.9 


6 25.4 


T 

t 


4.4 


9 


3.2 


7 


4.4 


9 24.7 


8 


3.5 


10 


2.8 


5 


5.3 


4 30.7 


9 


3.4 


8 


3.5 


10 


3.1 




10 


2.8 


7 


3.8 


9 


3.7 






1.9 






8 


3.8 


7 25.0 



2 
3 
8 

10 



33.8 
30.8 
24.7 

24.0 



' Including Canadians. m-^s^^i 

Souae: Tables 20 and 21. Roback. G.A., Distribution of Physicians In the U.S., 1971. Chicago: American Medical 

Association, 1972. 

Note; Percentages may not add due to independent rounding. 



It h.»s been assumod that the influx of foreign 
medical graduates filled gaps in the geographical distri- 
bution of physicians in the United States. A study by 
Butter and Shaffner has questioned this assumption, 
however (20). The investigators compared the spatial 
distribution of all physicians with that of U.S. trained 
physicians, making a distinction between the aggregate 
impact and the distributional impact of foreign-trained 
physicians. Their results indicated that in theNation as a 
whole, foreign medical graduates have increased rather 
than decreased the inequality among States in terms of 
physician distribution. More than one-half of the 
foreign-trained physicians in the United States were 
located in States where their presence made the already 
existing inequalities among the States more extreme. 
The same held true for the inequalities between urban 
and rural areas. 



The distribution of foreign medical graduates (ex- 
cluding Canadians) by activity and Suite is j?iven in 
Appendix Table 5. The proportion of FMGs in graduate 
medical education (i.e., internships and residencies) 
ranges between 20 and 39 percent for 30 of the States 
(Table 23). The District of Columbia. Louisiana. Michi- 
gan, Pennsylvania, and Arkansas ail have over 40 
percent of their FMGs in internships or residencies. 
Some 35 States have between 20 and 49 percent of 
their FMGs in office-based practice; Alaska, Maine. New 
Hampshire, North Dakota. South Dakota, and Wyoming 
all have more than 60 percent of their FMGs in 
office-based practice, however. Almost all the States, 45 
of 51 , have between 10 and 29 percent of their FMGs in 
hospital-based practice; only Arkansas, Idaho, Ken- 
tucky. Oklahoma, and South Carolina have more than 
30 percent in such practice, ( inally, some 44 States 
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have between 0 and 19 percent of their T.ViGs in other 
activities. 



Table 23 

NUMBER OK STATES PLUS THE 
DISTRICT or COLUMBIA BY PROPORIION 
OF FOREIGN MEDICAL GRADUAIES IN 
SPECIFIED MAIOR PROFESSIONAL 
ACTIVITY. 
1970 



Percent of foreign Office- Full-time Interns 
mcdi** »1 tjfJduates in h:»<*»H hospital and Other 
specified activity practice practice residents activity 



Total 51 51 51 51 



0.9 2 1 8 23 

10- 19 3 19 8 21 

20- 21 12 26 16 6 

22- 39 12 4 14 1 

30-49 11 1 4 0 

50 -59 5 0 1 0 

60-69 3 0 0 0 

70-79 3 0 0 0 



Source: Compiled from Appendix Table 5. 



Foreign Medical Graduates in 
Graduate Medical Education * 

Background Primary responsibility tor clinical graduate 
education of physicians in the United 
States, as elsewhere, rests with hospitals, 
with standards set and overseen by national professional 
groups (21). The internship has been claimed from time 
to time as the fifth year ot medical school, although by 
the 1^50s, most medical schools (although not State 
licensing boards) had dropped the internship as a 
requirement for ihe M.D. degree. In part because of the 
growing desire on the part ot the medical profession tor 
specialty recognition, emphasis has increasingly been 
placed on residency programs, and the connections 
between hospital luiiiiing pr()gramsand medical schools 
have become more formalized. In 1960, for example, 
only 38 percent of the internships and 54 percent of the 
residencies were in hospitals affiliated with university 
medical schools. By 1972, however, 84 percent of the 
internships offered and 90 percent of the residencies 



* Data presented in this section tor vears sint<: P)70 are taken 
from recent AMA publications and do not include Canadians 
with other FMCis unless specitied. 



offered were in so-called "affiliated" hosptials. In terms 
of tilled positions, 83 percent of the internships and 89 
percent of the residencies were in affiliated hospitals 
(22). 

Between 1940 and 1960, the number of physicians 
in internship and residency training programs trebled 
from fewer than 12,000 to nearly 38,000. By 1960, one 
of every seven physicians was an intern or resident. 
Since then, the rate of increase has slowed, but the 
iiggregate number has nonetheless continued to grow 
until the number house staff in 1972 exceeded 56,000 
(22). 

This large number of physicians in internships and 
residencies does not give a completely accurate picture 
of the number of potential house staff, however. There 
are more approved internship and residency positions 
offered each year than there are physicians availabl<* to 
fill them. For example, at the internship level, there are 
now at least half again as many internship posts 
available as there are U.S. medical graduates (Table 24). 
In 1949-50, some 80 percent of the internships offered 
in the United States were filled; in 1959-60, the 
proportion was 82 percent, and in 1969-70, it was 72 
percent. The most recent figure available is 82 percent 
(22, 23). For residencies, the decrease in filled positions 
has been somewhat more extreme. In 1949-50, for 
example, 94 percent of the positions were filled; in 
1959-60, some 87 percent. By 1969-70, it had dropped 
to 82 percent, and currently it is 88 percent. 

A substantially larger percent of the available resi- 
dencies in nonaffiliated hospitals as opposed to those in 
affiliated hospitals (23 percent and 11 percent, respec- 
tively) were unfilled in 1971. Unfilled internships in 
nonaffiliated and at tiliated hospitals were 22 percent 
and 17 percent, respectively. 

The fact that at least 1 ,500 hospitals with graduate 
training programs determine the number of house staff 
positions to be offered (subject to the approval ot the 
Council on Medical Education; needs to be stressed, for 
these uncoordinated decisions have had a direct impact 
on the number of foreign medical graduates now in the 
United States. (In addition, over 6,000 other hospitals 
in the United States offer a variety of employment 
positions, but these do not provide graduate medical 
education in the usual sense of internships, residencies, 
or other training.) Whatever the individual motivation 
behind a physician's decision to come to the United 
States, without a job offer most would probably have 
been unable to do so. Relatively permissive' visa arrange- 
ments and requirements for professional certification 
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have facilitated, but not caused, 'the flow of foreign 
medical graduates into hu^pital training (or employ- 
ment) positions. The figures noted in the preceding 
paragraphs indicate that a substantial pool of available 
house staff positions exists even after U.S. graduates 
have been accommodated. 

Table 24 

NUMBER OF APPROVED INTERNSHIPS 
OFFERED IN THE UNITED STATES AND ITS 
TERRITORIES AND POSSESSIONS IN 
RELATION TO GRADUATES OF 
U.S. MEDICAL SCHOOLS: 
selected years 1939-40 through 1973-74 



Internships Graduates Internships 

Year offered of U.S. offered per 

medical medical 
schools ^ graduate 



1939 . 40 6,684 5,089 1.3 

1949 - 50 9,124 5,094 1.8 

1954- 55 11.048 6,861 1.6 

1955- 56 11.616 6,977 1 .i 

1956 •5-' 11.895 6,845 1.7 

1957 - 58 12,325 6,796 1.8 

1958 - 59 12,469 6,861 1.8 

1959- 60 12.580 6,860 1.8 

1960- 61 12.547 7,081 1.8 

1961 -62 12.074 6,994 1.7 

1962- 63 12.024 7,168 1.7 

1963- 64 12,229 7,264 1.7 

1964 .65 12,728 7,336 1.7 

1965- 66 12.954 7,409 1.7 

1966- 67 13.569 7,574 1.8 

1967- 68 13,761 7,743 1.8 

1968- 69 14,1 12 7,973 1.8 

1969.70 15,003 8,058 1.9 

1970- 71 15.354 8,367 1.8 

1971- 72 15,422 8,974 1.7 

1972 - 73 r-*,650 9,551 1.4 

1973.74 15,396 10.391 1.5 



1 For year eridinR in lune before the intern year. 
Source: 1940-1960 figures from William H. Stewart and 



Marion E. Altenderfer. //fu///; Manpower Source Book. Hospital 
House Staffs, Public Health Service ^Publication No. 263, 
Section 13. Table 4. 1961-74 figures from Journal of'the 
American Medical Association, Education Numbers. 

Type of Over 21,950 forcisn-traincd physicians 
House'Staff were in )5raduatc medical education posi- 
Position lions in American hospitals and universi- 
ties in 1972-73, a ten-fold increase since 
1950-51 (Table 25). Approximately 3,920 
were interns. 14.440 were residents, and 



another 3,590 were in "other'* graduate training posi- 
tions. The "other'' category includes posts classified as 
research or teaching fellowships, clinical traineeships, 
and work leading toward specialization and possible 
specialty board certification. 

This "other" category grew from 1,024 foreign 
medical graduates in 1962-63 to 4,106 in 1971-72, but 
dropped the following year to 3,595 foreign-trained 
physicians, representing 40 percent of all trainees in the 
category. The proportions of these FMGs are particu- 
larly high in colon and rectal surgery, general practice, 
anesthesiology, and general surgery. Some foreign medi- 
cal graduate "trainees" are probably classified as 
"other" for reasons relating to program accreditation, 
e.g., a hospital may employ a "Fellow" in anesthesiol- 
ogy even without an approved residency training pro- 
gram (19). Some physicians in this category may also be 
working in nonpatient care activities which do not 
require physicians to have the ECFMG certificate. 



Sex Of the 1,739 women in internship positions in 
1972, over 52 percent were graduates of foreign 
medical schools. Similarly, of the 4,942 women in 
residencies, 53 percent were FMGs. Furthermore, In 
1972, some 23 percent of the FMGs in internships were 
women, compared with 11 percent of the USMGs 
(including Canadians). For residents, the comparable 
figures were 18 percent for FMGs and 11 percent for 
USMGs (10). 



The National Intern In 1951, the National Intern 
and Resident Matching Program was set up as a 

Matching Program means of reducing the competition 
(NIRMP) for interns among hospitals and of 

introducing some order into the 
selection process for prospective 
interns. Under the guidance of the Council on Medical 
Education, the Association of American Medical Col- 
leges, and various hospital organizations, the Matching 
Program developed a procedure and a set of rules by 
which hospitals and prospective interns could make 
their selection of, respectively, house staff and posts. In 
essence, the computer-based Program has as one of its 
chief advantages the fact that all participants will be 
"matched" (i.e., appointed) to the hospital highest on 
his confidential list of preferred hospitals which will 
accept him. Since 1968, the program has also been 
available for residents, and is nnw known as the 
National Intern and Resident Matching Program (10, 
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pp. 103-110). Since its inception, the NIRMP has 
brouKiii more oruani/ation lo the entire process of 
selecting house statt and positions; by providing a 
sophisticated clearing house function, medical students 
could henceforth become interns (and interns become 
residents) in a more order Iv manner. There is no 
compulsion on hospitals (or, fur that mailer, on 
prospective house statis) Uy use the matching program, 
but during the past 21 years, over 98 percent of 
hospitals with approved intern training programs have 
participated. The program matches over 9,000 partici- 
pants a year, which represents the vast majority ot U.S. 
medical school graduates in any given year. In 1972, 



over 8,700 U.S. medical graduates participated, and 
almost 8,400 wtiu matched. The NIRMP has not been 
used to the same '.»xtent by foreign medical graduates, 
although it is av-iHauie to them. In 1972, for example, 
584 FMGs participated in NIRMP (of at least 5,000 new 
foreign-trained physicians who entered house staff 
training) and 490 were matched (24, p. 107). Of the 
200 Canadian graduates who participated, 165 were 
matched. It is anticipated, however, that the number of 
F-MGs participating in 1973 and thereafter will rise 
significantly, because the regulations have been modi- 
fied to make it easier for FMGs to participate (24, p. 
106). 



Tabic 25 

FOREIGN MEDICAL GRADUATES IN GRADUATE TRAINING PROGRAMS IN 

THE UNITED STATES, 
19^.0-51 through 1972-73 



Interns 



Residents 



Other graduate 
trainees 



Total foreign 
medical }*raduates 

in graduate 
training programs 



Percent 
of filled 



Percent 
of tilled 



Percent 
of filled 



Percent 
of filled 



Year2 


Number 


positions 


Number 


positions 


Number 


positions 


Number 


positior 


1950-51 . . . 


722 


10 


1,350 


9 


N.A. 




2,072 


10 


1951 - 52 ... 


1,116 


14 


2,233 


14 


N.A. 




3,349 


14 


1952 - 53 . . . 


1,353 


18 


3,035 


18 


N.A. 




4.388 


18 


1953-54 . . . 


1 ,787 


22 


3,802 


20 


N.A. 




5,589 


.\] 


1954- 55 . . . 


1,761 


19 


3,275 


16 


N.A. 




5,036 


17 


1955 - 56 . . . 


1,859 


19 


4,174 


19 


N.A. 




6C33 


1 ) 


1956- 57 . . . 


1 ,988 


20 


4,7S.i 


21 


N.A. 




6,/4i 


20 


1957 - 58 . . . 


2.079 


20 


5,543 


22 


N.A. 




7,622 


22 


1958-59 . . . 


2,315 


22 


6,042 


^'3 


N.A. 




8,357 


23 


1959-60 . . . 


2,545 


25 


6.9 i 2 


15 


N.A. 




9,457 


25 


1960-61 . . . 


1,753 


19 


8. 182 


29 


N.A. 




9,935 


26 


1961 - 62 ... 


1,27^ 


16 


7,723 


26 


N.A. 




8,996 


24 


1962-63 . . . 


1.669 


19 


7,062 


24 


1,024 


35 


9,755 


24 


1963 -6i ... 


2.566 


27 


7,052 


24 


1,791 


40 


1 1,4f9 


26 


1964 - 65 . . . 


2,821 


28 


8.153 


26 


1,925 


39 


12,899 


28 


1965 .66 ... 


2, .^61 


24 


9. 113 


29 


2,355 


41 


13.829 


29 


1966-67 




27 


9,505 


30 


2,>66 


41 


14,864 


31 


1967-68 . . . 


2,9 li 


28 


10,627 


31 


3,077 


43 


16,617 


32 


1968-69 . . . 


^270 


31 


1 1,231 


32 


>i,046 


50 


18,547 


35 


1969-70 . . . 


2,9:^.9 


27 


12.126 


33 


3,220 


N.A. 


18,285 


N.A. 


1970- 71 ... 


3.V^9 


29 


12,968 


33 


3,331 


43 


19,638 


33 


1971 - 72 . . . 


3.946 


3^ 


13.520 


32 


4,106 


45 


21,572 


34 


1972 - 73 , . . 


3,924 


^5 


14,440 


32 


3.595 


40 


21,959 


34 
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' Lxtludini* Carudians. 

^ M(i de.nilinc impcisCHl in 1960-6 1 ; amendnu'nts to Immiviration and Nati^-^ ^^itv Act in 1965*66. 
Source: Retfrcntr 22; Ditcttorv ul Approved Inlcrnship^ and kesidemics, st-k-tled vears. 
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The matching program may also be one factor in the 
differential placement of U.S. and toreij^n trained physi- 
cians (excluding Canadians) in atliliated and nonaffili- 
ated institutions. Approved training program.*, espe- 
cially in university-affiliated hospitals, tend to be the 
more prestigious and one result of the NIRMP has been 
a more efficient system for distributing U.S. graduates 
to these preferred hospital programs. Internship place- 
ments run about 3:1 in favor of university-affiliated 
hospitals (25, pp. 20-21). Interns in these hospitals are 
also, one might assume, more likely than those in 
nonaffiliated hospitals to take residency posts in the 
university setting, f or example, foreign medical gradu- 
ates represented only 29 percent of house staff in 
affiliated hospitals in 1972, compared with 64 percent 
of the house btaff in nonaffiliated hospitals (Table 26). 



Table 26 

FOREIGN MLDICAL GRADUATES SERVING 
AS INTERNS AND RESIDENTS IN 
AEFIl lAlED AND NONAFFILIATED HOSPITALS 
IN THE UNITED STATES, BY 
Sl/E OF HOSPITAL: 
1972 



Arniialion 
and 

si/c of hospKdl 



Total 
filled 
pusitions 



Filled by 
foreign 
medical 
);raduates ^ 



Percent 
filled by 
foreign 
medical 
graduates 



Grand total 



56,021 



18,364 



33 



Affiliated hosp-tals: 

Total 

Combined hospitals * 
Less than 200 beds 
200 - 299 . . . . 
300-499 . . . . 
500 and over . . 

Nonaftiliated hospitals: 

Total 

Combined hospitals • 
Lcsi, than 200 beds 
200- 299 . . . . 
300- 499 . . . . 
500 ai.d over . . 



50,350 


14,741 


29 


18,651 


3,954 


21 


2,503 


681 


27 


1,653 


691 


42 


8,192 


3,262 


40 


19,349 


6.152 


32 


5,671 


3,623 


64 


403 


208 


52 


609 


319 


52 


833 


671 


81 


1,834 


1,357 


74 


1 ,992 


.1.068 


54 



' Excluding Canadians. 

^ Includes pro«ram^ usinyj the resources of two or more 
hospitals. 

Source: Reference 22. 



Hospitals 



will play 
graduates 



Affiliated and Th.» great majority of internships and 
NonafHliated residencies now being offered are in 
hospitals which have entered into affili- 
ation agreements with medical scho(^K 
Insofar as nonaffiliated programs con- 
tinue to exist, foreign-trained physicians 
a much more substantial role than U.S. 
in them (Table 26). Over 3,620 foreign- 
irainod physicians were working as interns and residents 
in nonaffiliated hospitals in 1972, compared with only 
2,040 U.S. or Canadian graduates. The 1950s saw a 
marked tendency for foreign house staff to receive 
appointments in hospitals not a*filialed with university 
medical schools. By 1960, nearly twice as many foreign 
physicians were in nonaffiliated as in affiliated hospitals 
(26). This has been completely reversed in the interven- 
ing decade, however. In 1972, for example, over five 
times as many foreign-trained residents were in affili- 
ated hospitals compared with nonaffiliated hospitals 
(Table 27). Only 16 percent of all foreign-trained 
residents were working in nonaffiliated hospitals in 
1972, down from a nigh of 63 percent in 1964. 



Because of the parallel shift by hospitals from 
nonaffiliated to affiliated status, no conclusion should 
be drawn from changes in the proportions of f'MGs in 
affiliated versus nonaffiliated programs for the various 
years (as given in Table 27). More refiner, analysis is 
needed to show whether the percentage of foreign- 
trained house staff in affiliated hospitals has increased 
over and above what can be accounted for by the 
change in hospital affiliation status. 

Regardless of the hospital's affiliation status, the 
number of foreign medical graduates in hospitals as a 
proportion of the total house staff does not show a 
consistent pattern. Some hospitals have house staffs 
composed entirely or predominantly of foreign physi- 
cians. Others have tew or none. A statistical review of 
affiliatrd and nonaffiliated hospitals by the AMA in 
1967 showed more than 300 hospitals (31 percent of 
the hospitals reporting) in which foreign medical gradu- 
ates comprised more than 75 percent of the residents 
(Table 28). Were the figures to be broken down into 
affiliated and nonaffiliated hospitals, the proportion of 
FMG house staff for the nonaffiliated hospitals alone 
would undoubtedly be higher. 
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Table 27 

NUMBER OF FOREIGN MEDICAL GRADUATES ' 

SERVING AS RESIDENTS IN 
AFFILIATED AND NONAFFILIATED HOSPITALS 
IN THE UNITED STATES: 
1963-64 1972.73 

FMCi Residents Affiliated Nonaffiliated 

Year in All hospitals hospitals 

Hospitals 

Number Percent Number Percent Number Percent 



1963 - 64 . 


7,052 


100 


2,910 


41 


4,142 


59 


1964- 65 . 


8,140 


100 


3,046 


37 


5,094 


63 


1965 - 66 . 


9,113 


100 


4,565 


50 


4,548 


50 


1966 - 67 . 


9,483 


100 


4,911 


52 


4,572 


48 


1967- 68 . 


10,605 


100 


6,292 


59 


4,313 


41 


1968 - 69 . 


11,201 


100 


7,217 


64 


3,984 


36 


1969- 70 . 


N.A. 




N.A. 




N.A. 




1970- 71 . 


12,943 


100 


9,751 


75 


3,192 


25 


1971 - 72 . 


13,520 


100 


10,870 


80 


2,650 


20 


1972 - 73 . 


14,440 


100 


12.202 


84 


2,238 


16 



' Excluding Canadians, 

Source: Directory of Approved Internships and Residencies, '^elected years. 
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Specialty One point relating to affiliated and nonaffil- 
iated programs is the differential distribu- 
tion of FMGs by specialty. As might be 
expected, foreign-trained physicians play a relatively 
large role in hospital service specialties in short supply 
in nonaffiliated hospitals, and also in specialties devoted 
to general or primary care. In 1972, for example, over 
70 percent of the residency positions in nonaffiliated 
hospitals in general practice, pathology, neurology, and 
anesthesiology were filled by foreign-trained physi- 
cians; at least 60 percent of the residents in nonaffili- 
ated hospitals in obstetrics and gyneocology, general 
surgery, colon and rectal surgery, pediatrics, priychiatry, 
and internal medicine were f MGs. In every case, the 
proportion of foreign medical graduates in these special- 
ties was mutn lower in university-affiliated programs 
(Appendix Table 6). Tho highest proportion of FMGs in 
filled positi(ins in affiliated hospitals were in general 
practice (69 percent), colon and rectal surgery (64 
percent), physical medicine (62 percent), anesthesiology 
(57 percent), and pathology (54 percent). The propor- 
tion of t MGs in residencies in affiliated hospitals was 
higher than in nonaffiliated hospitals in otolaryngology 
and radiology. 



Table 28 

FOREIGN MEDICAL GRADUATES^ AS PERCENTAGE 
OF HOUSE STAFFS IN 
INDIVIDUAL HOSPITALS: 
1967 



Internships 



Residencies 



Percent of 


Number 




Number 




foreign medical 


of 




of 




graduates on staff 


Hospitals 


Percent 


Hospitals 


Percent 


Total reporting 


704 


100 


990 


100 


Hospitals with 










0-25% FMGs 


368 


52 


423 


43 


Hospitals with 










26-50% FMGs 


49 


7 


151 


15 


Hospitals with 










51-75% FMGs 


33 


5 


105 


11 


Hospitals with 










76-100% FMGs 


254 


36 


311 


31 



^ Excluding Canadians. 

Source: Directory of Approved Internships and Residencies 
VJbS'69, Table 14, p. 26. Chicago: American Medical Associa- 
tion, 1968. 
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Table 29 

FOREIGN MEDICAL GRADUATES AS PERCENT OF ALL RESIDENTS. BY SPECIALTY 

1963-64 - 1972-73 



Percentage of foreign medical graduates ^ In filled residency positions 2 
Specialty 1963-64 1964-65 1965-66 1966-67 1967-68 1968-69 1969-70 1970^71 1971-72 1972-73 



Total number of foreign 
medical graduates In 
residencies . . . • • • 

Anesthesiology .... 
Child psychiatry . . . . 
Colon and rectal surgery 

Dermatology 

Family practice .... 
General practice .... 
Internal medicine . . . 
Neurological surgery . . 

Neurology 

Obstetrics and gynecology 
Ophthalmology . . . . 
Orthopedic surgery . . 
Otolaryngology . . . . 

Pathology 

Pediatrics 

Pediatric allergy . . . 
Pediatric cardiology . . 
physical medi<.ine . . . 
Plastic Surgery . . . . 

Psychiatry 

Radiology 

Surgery 

Thoracic surgery . . . 
Urology 

Total 



7,062 8,140 9,1 13 9,483 10,605 11,201 12,943 13,520 14,440 



38 


39 


46 


50 


50 


50 


52 


54 


58 


17 


19 


23 


22 


21 


19 


24 


25 


27 


50 


47 


64 


67 


61 


55 


55 


44 


65 


11 


13 


12 


11 


10 


9 


12 


8 


9 


— 








- 


- 


11 


11 


12 


52 


63 


66 


67 


65 


55 


69 


70 


79 


23 


25 


28 


30 


34 


35 


35 


35 


35 


1 c 
i o 


1 ft 


1 7 


17 




22 


24 


22 


20 


22 


24 


24 


27 


28 


26 


29 


30 


27 


22 


25 


27 


30 


33 


37 


40 


40 


39 


8 


10 


9 


9 


8 


7 


8 


8 


8 


11 


12 


13 


13 


15 


12 


11 


9 


11 


11 


14 


12 


12 


11 


12 


14 


16 


17 


34 


37 


40 


42 


46 


48 


54 


55 


56 


33 


37 


41 


39 


39 


42 


42 


38 


37 


26 


22 


35 


31 


25 


22 


38 


17 


23 


36 


49 


54 


52 


65 


53 


54 


39 


39 


30 


35 


44 


44 


50 


40 


62 


59 


61 


13 


27 


21 


16 


24 


22 


20 


21 


24 


24 


25 


27 


27 


29 


29 


28 


27 


27 


17 


17 


18 


18 


20 


20 


19 


21 


27 


27 


30 


32 


35 


36 


37 


39 


38 


38 


30 


37 


38 


38 


43 


44 


39 


43 


36 


16 


19 


23 


24 


24 


25 


28 


25 


22 


24 


26 


29 


30 


32 


32 


33 


32 


32 



^ Excluding Canadians* 

^ This table includes residents in hospital positions only. In 1972, for example, there were another 31 foreign graduates 
in residencies outside hospitals, notably in General Preventive Medicine. 1969 figures arc not available. 

Source: Graduate Medical Education, loumai of the American Medical Association, o, Directory of Approved 
Internships and Residencies, selected years. 



The pattern of residencies by specialty also has 
shown consistent differences over the last decade in the 
relative distributions of U.S. and foreign-trained gradu- 
ates, taking all types of hospitals together (Table 29). 
FMGs as hospital residents appear to be concentrated in 
certain specialties. The reasons for this arc complex, and 
appear to center on such factors as residual placni cnt 
of TMGs in hospital positions (once all possible va :an- 
cies have been tilled by USMGs) and special require- 
ments for Board certification (^7, p. 39). 



This analysis is based on an implied comparison of 
the representation of FMG residents in specialties 
compared with the representation of U.S. residents in 
those same specialties. The proportion of TMG residents 
in specialties out of the total number of ( MG residents 
indicates that the majority of FMCi in fact elect 
graduate training in one of the five major specialties 
(Table 30). Of 14,100 FMG residents (including Cana- 
dians) in 1970, over 7,400 were in internal medicine, 
general surgery, pediatrics, obstetrics and gynecology, 
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or psychiatry. Thus, although FMGs fill residency 
vacancies in specialties not taken by USMGs, many 
FMGs are still obtainin^j residency training in the major 
specialties preferred by USMGs. 

Table 30 

TOTAL RESIDENTS AMD FOREIGN MEDICAL 
GRADUATES IN RESIDENCIES. BY 
SPECIALTY: 
1970 

Foreign medical 
graduates ^ 
in residencies 





Trtt .1 

1 Ol<ll 




Percent of 


Specialty 


residents 


N umber 


total 








resident 








3o 








lA 

34 




o 1 


1 A 

14 


43 


Cardiovascular diseases • • 




17C 

Zib 


4y 




556 


85 


15 




221 


112 


51 








3 1 








A 1 

4 1 






1Q 


AA 


Pediatric cardiology • • • 


Aft 


1 


ou 


Pulmonary disease • • • 


• 1 


1 ft7 


33 




. 5,899 


2,287 


39 


Neurological surgery . . . 


. 520 


145 


28 


Obstetrics and gynecology 


, 4,354 


1 f\f\A 
1 fUU4 


AO 
44 




1 'X'XA 


1 40 


1 1 

1 1 


Orthopedic surgery • • • 


1 Q'iA 


404 


1 A 
14 




fi 1 >l 


153 


1 Q 






72 


Jo 


Colon and rectal surgery 


22 


14 


64 






94 


47 




832 


227 


27 




74 


6 


8 




. 1,408 


758 


54 




US 




J 1 


Diagnostic roentgenology 


. 516 


87 


17 


Forensic pathology . . . 


10 


3 


30 




. 696 


222 


32 


Occupational medicine . . 


16 


2 


12 




. 3,278 


1,015 


31 




2,103 


1,083 


51 


General preventive medicine 


44 


3 


7 


Physical medicine and 










. 236 


157 


67 




96 


6 


6 




. 2,05 7 


480 


23 


Therapeutic radiology . . 


. 203 


58 


29 




' 2,904 


1,687 


■ 58 





' Including Canadians. 
Source: References 1 and 19. 



Geographical Foreign medical graduates in graduate 
Area medical education are not distributed 

evenly by geographic location. Of the 
14,440 residency positions Tiled in 1972 
by FMGs (excluding Canadians), 5,835 (or 40 percent) 
were in the Middle Atlantic States of New York, New 
Jersey, and Pennsylvania (Appendix Table 7). The 
Middle Atlantic States also lead in the number of 
positions offered (13,057 of 51,1 15, or 26 percent) and 
positions filled (1 1 ,882 of 44,858, or 26 percent). 

New York leads all other States in numbers of 
foreign-trained residents as it docs in the number of 
foreign-trained physicians as a whole. In terms of the 
relative proportion of foreign-trained residents, how- 
ever. New Jersey is the outstanding State; in 1972, 
foreign medical graduates constituted 78 percent of all 
hospital residents. 

Among other **high*' States on percentage of FMGs 
in filled residency positions were Delaware, Rhode 
Island, Illinois, and West Virginia. In these States, 
hospitals aie substantially dependent on foreign medical 
graduates. At the other end of the scale arc States with 
relatively few foreign-trained residents compared with 
the number of American and Canadian graduates, 
including Arkansas, Colorado, Mississippi, and Utah. 
Internships tend to follow a similar pattern, and in some 
regions the differences are even more marked. The 
percentage of foreign graduates in filled internship 
positions was higher than the percentage in filled 
residency positions in the New England, Middle Atlan- 
tic, East North Central, South Atlantic, and Mountain 
States (22, pp. 925, 931). 



Country of Among foreign-trained physicians serving in 
Medical U.S. graduate training programs in 1972, 
Education about one-third were educated in India (18 
percent) and in the Philippines (14 per- 
cent). Korea, Taiwan, Thailand, Iran, and 
Pakistan together contributed another 23 percent. At 
least 2 percent of the total number of foreign traiiccs 
were educated in each of the following countries: Spain, 
Mexico, Italy, Argentina, and Fgypt (UAR). Foreign 
graduates from Asia represented the largest group (64 
percent of those in training programs); 16 percent were 
educated in the Americas; 16 percent in Europe; 3 
percent in Africa; and under 1 percent in Oceania (22, 
p. '>39). The reader is reminded that graduates of 
Canadian schools are not included in these AMA 
tabulations. 
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Performance of FMGs 

As the J-MCi population in the United States has 
grown, so has interest in the group's medical profi- 
ciency. Despite this interest, tew direct measures of 
performance have been developed which indicate, under 
ontrolled conditions, the relative medical ahility of 
USMGs and hMGs. A number of statistics are available 
from which reasonable, albeit generalized, inferences 
concerning the relative performance of U.S. and for- 
eign-trained physicians have been drawn. Most of these 
data refer only to performance on examinations and 
should not be extrapolated to expected performance in 
the clinical setting. Other information is available on 
specialty board certification and on more subjective 
evaluations. 



ECFMG One basis for analyzing FMG perform- 
Perfomxince ance is the examination of the Educa- 
tional Council for Foreign Medical Grad- 
uates (tCI-MG). By 1973. over 178.320 
foreign-trained physicians had taken a total of 315.885 
examinations, and some 1 19,800 had eventually passed 
it (Table 31). As noted earlier, the medical part of the 
examination is based on questions trom Parts I and II of 
the National Board of Medical Examiners, and thus is 
directly related to material covered by U.S. medical 
students or recently graduated physicians. FMGs sitting 
for the examination, however, have graduated from 
medical school over a wide range of years. The actual 
distribution of FMG test score id expected distribu- 
tion of USMG test scores for the February 1969 
examination are shown in Table 32. Scores ranging from 
75 (passing) to 90+ included only 38 percent of the 
f MGs but would take in approximately 99 percent of 
the U.S. medical students. Furthermore. FMG scores 
tend to be concentrated at the minimal pass level of 75; 
raising the standard to 80, for example (27), would 
eliminate, at least at the outset, from one-half to 
two-thirds of those I- MGs who have passed, compared 
with only about one-fifth of the expected U.S. distribu- 
tion on the same examination (Table 32). It should be 
emphasized that these figures, although suggestive of a 
marked differential between foreign and U.S. graduates, 
are not a direct measure of relative performance. The 
AMA has taken the position that "recipients of such 
certification have medical knowledge at least compara- 
ble to the minimum expected of graduates of approved 
medical schools in the United States and Canada'' (28). 

Each year about 38 percent of the ECFMG candi- 
dates score 75 or more and thereby become eligible for 
certification, although the percent passing reached its 



Tabic 31 

CXAMINATIONS GIVEN BY THE 
EDUCATIONAL COUNCIL FOR 
FOREIGN MEDICAL GRADUATES: 
1958-/3 





First 


Repeat 


Total 


Number 


Percent 


Year 


exam i* 


exami- 


cxamh 


passing 


passing 




at ion 


ation 


at ions 






Total 


178,325 


137.560 


315,885 


1 19,802 


38 


1958 . 


1.094 


48 


1,142 


570 


50 


1959 . 


4,477 


363 


4,840 


2,139 


44 


1960 . 


11,301 


3,467 


14.768 


5,773 


39 


1961 . 


8,204 


6,018 


14,222 


5.381 


38 


1962 . 


8,906 


5.629 


14,535 


6.054 


42 


1963 . 


11,391 


7.739 


19.130 


6.043 


32 


1964 . 


9.378 


9,133 


18.51 1 


6.820 


37 


1965 . 


9.204 


9.133 


18.337 


7.724 


42 


1966 . 


10,765 


8.223 


18.988 


7.842 


41 


1967 . 


11.777 


7,411 


19.188 


8.820 


46 


1968 . 


11,975 


7,573 


19.548 


7.774 


40 


1969 . 


12.447 


10.151 


22.598 


8.127 


36 


1970 . 


16.631 


13,319 


29,950 


11,916 


40 


1971 . 


16,525 


14,508 


31,033 


9.693 


31 


1972 . 


15.556 


16.516 


32.072 


12.837 


40 


1973 . 


18.694 


18.329 


37,023 


12.289 


33 



Source: Annual Report, 1972. Philadelphia: Educational 
Council for Foreign Medical Graduates. Federation of State 
Medical Boards of the United States, Inc.. Reports. February 
1974. 



lowest point ever in 1971 (Tabie 31). This overall 
average obscures the wide variation in pass rates among 
countries and medical schools within countries. Since 
1968. the ECFMG has recorded the total number of 
FMGs from each medical school who sit for the 
examination and the number who pass or fail. 

Appendix Table 8 gives the pass rates on the ECFMG 
examination by country of medical education for three 
recent years. A high percentage of FMGs educated in 
English-speaking countries, where clinical methods of 
medical education arc used, were successful on the 
examination. FMGs trained in developed countries 
other than English-speaking ones were also more suc- 
cessful, although Eastern European countries tended to 
fall 'somewhat low on the scale. FMGs trained in 
medical schools located in developing countries where 
teaching was in a language other than English are 
notably less successful. 
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Table 32 

PERCENTAGE DISTRIBUTION OF 
PERSONS TAKING ECFMG EXAMINATION, 
BY RANGE OF SCORFS AND 
COUNTRY OF GRADUATION: 
1969 





Actual distribution 


Expected distribution 




ot foreign 


ot gr.iduates ot 


Range of 


medical graduates 


U.S. medical schools 


scores 


Percent 


Cumulative 


Percent 


Cumulative 


90 or higher 


0 


0 


4.6 


4.6 


85 to 89 . . 


2.1 


2.1 


28.9 


33.5 


80 to 84 . . 


10.2 


12.3 


46.1 


79.6 


75 :o 79 ^ . 


25.7 


38.0 


19.5 


99.1 


70 to 74 . . 


27.2 


65.2 


0.9 


100.0 


65 to 69 . . 


24.2 


89.4 


0 




60 lo 64 . . 


9.0 


98.4 


0 




Below 60 


1.6 


100.0 


0 




^ Pa!»sing score is 75. 








Source: Reference 17. 









A special count is made of U.S. citizens sitting for 
ihe examination in those foreign countries where they 
are enrolled in medical school. The U.S. -born FMGsdo 
not appear to be any more successful on the tCFMG 
examination than the FMG group as a whole (7). For 
example, on the 1972 examination, the entire group 
had a pass rate of 40 percent; U.S. citizens alone had a 
rate of 36 percent. (Of those U.S. -born fMGs educated 
in English-speaking countries, however, 73 percent 
passed in 1972. although this is based on only a verv 
small number of examinations.) The pass rates for all 
candidates in several selected countries where relatively 
high numbers of U.S. cili/ens are educated vary over a 
wide range, e.g.. Spain, 23 percent; Mexico, 28 percent; 
Italy, M percent; Belgium, 59 percent; and Switzerland, 
82 percent. 



A number of caveats must be recognized in interpret- 
ing these figures. Aptitudes and medical ciualifications 
of graduates from an individual foreign medical school 
vary considerabK, as does the percentage of the 
graduating classes from foreign medical schools that sit 
for the examination. Furthermore, it is not always 
known whether the best qualified graduates elect (or are 
permitted) to sit. National policies and the entire 
professional and political environment can have a 
significant effect in this area. Finally, successful 
performance on the examination depends on the ability 
to ope with both the Fnglish language and objective 
(multiple'Choice) questions. 



Lkemure Table 33 gives a clear indication of how the 
percentage of new licentiat*'*^ from foreign 
schools has risen over llie years. Two decades ago, 
I MGs represented only 10 percent of all new licenti- 
ates; by 1972, this percentage has more than quad- 
rupled (to \6 percent), while the total number ot new 
IlLCntiales lias doubled in that same interval. U.S. -born 
I MGs as new licentiates have numbered between 'U)8 
and 198 in the 16 years for which statistics are 
available. The proportion of U.S. -born FMGs, out of 
the total number of newly-licensed FMGs representing 
additions to the medical profession, has steadily de- 
creased, liowever, from a high of 31 percent in 1961 to 
13 percent in 1967 and 4 per;.enl in 1972. 



Table 33 

NEW LICENTIATES REPRESENTING 
ADDITIONS TO THE MEDICAL PROFESSION. 
BY COUNTRY OF GRADUATION: 
1950-72 

New licentiates represeniiriR additions 
to medic J i protcssions 



Year 



Total 



U.S. and 
Canadian 



ForelRH medical 
graduates 
U.S. 
born 



Total 



Foreign medical 
graduates as 
percent of 
total 



1950 


. 6.002 


5,694 


308 


N.A. 


5.1 


195! 


. 6.273 


5,823 


450 


N.A. 


7.2 


195? 


. (.,885 


6,316 


569 


N.A. 


8.3 


1953 


7.276 


6,591 


685 


N.A. 


9.4 


1954 


. 7,917 


7,145 


772 


N.A. 


9.8 


1955 


. 7,737 


6,830 


907 


N.A. 


11.7 


1956 


. 7,463 


6,61 1 


852 


N.A. 


11.4 


1^57 


. 7.455 


6,44 i 


1,014 


212 


13.6 


1958 


. 7,809 


6,643 


1.166 


284 


14.9 


1959 


. 8,269 


6,643 


1,626 


366 


19.7 


1960 


. 8.030 


6,61 1 


1,419 


386 


17.7 


1961 


. 8,023 


6,443 


1,580 


468 


19.7 


1962 


. 8,005 


6,648 


1.357 


201 


17.0 


1963 


. 8,283 


6^832 


1,451 


395 


17.5 


1964 


. 7.911 


6,605 


1,306 


200 


16.5 


1965 


. 9,147 


7,619 


1,528 


411 


16.7 


1966 


. 8,851 


7,217 


1,634 


252 


18.5 


1967 


. 9,424 


7,267 


2.157 


279 


22.9 


1968 


9,766 


7,581 


2,ifl:> 


235 


22.4 


1969 


. 9,978 


7,671 


2,307 


179 


23.1 


1970 


. 11,0^2 


8,016 


3.016 


198 


27.3 


1971 


. 12,257 


7.943 


4,314 


210 


35.2 


19' 


. 14,476 


7,815 


6,661 


240 


46.0 



Source: RclercnceiS and 22. 
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Work by Knobel indicdtes thai f MCiS educated in 
the morehishly developed countries are more likely to 
sit lor State licensure examinations than are FMGs 
educated in most ot the developing world (2^)). This 
used to be especially true with regard to I MGs from the 
I ar East, in that a substantial traction of thai subj?ioup 
did not elect or were not able to sit. This is apparently 
changing, however, because the number ot licensed 
physicians from Korea, the Philippines, and Thailand 
(among the several f ar hastern countries) is beginning 
to increase dramatically (1 1 , p. 16). 

The discrepancy between the requirements tor licen- 
sure which must be met by the FMG and USMG should 
be emphasized (30). Over half the States have special 
requirements tor FMGs over and above the usual (but 
not universal) procedures such as written examinations, 
certification by the r.CFMG, and internship training; 
and these various prerequisites and regulations differ 
widely among the States. In 1972, six States still listed 
U.S. citizenship as a requirement for permanent licen- 
sure of physicians trained in countries outside the 
United States or Canada, six required an immigrant visa, 
and another 26 required a declaration of intent to 
become a U.S. citi/en (8, p. 55). Furthermore, the 
requirements may differ depending on whether the 
FMG is applying for temporary or permanent licensure. 
The practical result of all these special requirements has 
been to restrict the geographic mobility of the FMG in 
comparison with his USMG counterpart, or at least of 
that portion of the FMG group which desires to be 
licensed. 



The State licensure examination is the first point at 
which FMGs and USMGs are tested with the same 
instrument, fktween 1964 and 1972, over 49,900 State 
licensure examinations were administered to FMGs 
(Table 34, Appendix Table 9), many for the second or 
third time. Over 32,000 successful examinations were 
recorded. This constitutes an overall pass rate of 64 
percent, which is considerably lower than the USMG 
pass rate (about 94 percent) for the same period. Use of 
the FLEX examination among virtually all States in the 
Union has made it possible to provide a basis of 
compaiison of performance almost nationwide (31). A 
recent report, however, indicates that FMGs now 
comprise close to 75 percent of ifie candidtttcs for 
licensure in Stales using Fl.FX (31, p. 53). f urther- 
more, f MGs taking the complete FLRX examination 
between )uiic- 1968 and December 1 972 are reported to 
have had a pass rate of just under 50 percent, compared 
to a pass rate of about 85 percent tor USMCis (31, p. 
53). 
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Statistics show that, as aggregate populations, 
USMGs perform significantly belter on the licensure 
examinations than f MGs, but the aggregate pass rates 
gloss over a conglomeration of different licensing 
prerequisites, regulations, procedures, and pass rates 
among the various States. Appendix Table 9 presents 
data for 1964 through 1972 on State licensure examina- 
tions taken by FMGs, showing the total number of 
examinations taken (by State) and the number passed. 
The percent pass rates are given for each year; summary 
data for the entire period are in Table 34. It would 
appear that the pass rate for FMGs has not changed 
much in the interval, having been 68 percent in 1964 
and 64 percent in 1972. Pass percentages from year to 
year in most States tended to be fairly consistent (with 
some exceptions, including California, the District of 
Columbia, Indiana, Massachusetts, New Mexico, North 
Carolina, and West Virginia). States giving the largest 
number of examinations include New York, Pennsyl- 
vania, Florida, Illinois, New )ersey, Virginia, and Cali- 
fornia. Each of these States passed (and presumably 
licensed) over 1,500 FMGs between 1964 and 1972 
(and New York and Pennsylvania presumably over 
4,000), but their pass rate differed considerably (rang- 
ing, for example, from 50 percent in Illinois to 90 
percent in Florida). These wide variations in pass rates 
are fairly constant throughout the State listing and are 
not completely explained by the quality of the candi- 
dates sitting in any one Slate or by the number of 
FMGs sitting for the examination. 

Table 35 gives a more detailed review of the 1972 
licensure statistics, showing that U.S. and Canadian 
graduates fared better on licensure examinations than 
foreign graduates. In the aggregate, 89 percent of the 
USMGs passed State board examinations in 1972, 
compared with 86 percent of th'* Canadian graduates 
and 64 percent of the other FMGs. The only exceptions 
to this were the following States, in which FMGs did 
roughly as well as, or better than, the USMG group: 
(ieorgia, Hawaii, Illinois, Michigan, New Jersey, Okla- 
homa, South Dakota, Tennessee, Wisconsin, Wyoming, 
and Puerto Rico. 

Certain States administered examinations to far 
greater numbers of FMGs thanUSMGs, the most notable 
being the District of Columbia, Illinois, New jersey, 
Pennsylvania, and Virginia. Four States administered 
licensure examinations only to FMGs: Alaska, Connecti- 
cut, New flampshire, and North Dakota. Because of a 
reporting discrepancy, data on New York for 1972 are 
missing, but over recent years, that State has also 
adiViinistered more examinations to FMGs than USMGs. 



Table 34 

FOREIGN MEDICAL GRADUATES ^ 
EXAMINED FOR LICENSURE. BY STATE: 
1964-72 



1964*72 eNdmlnations 


1964*72 exanfiinations 


State 


Total 




Percent 


State 


Total 


Pass 


Percent 






32,031 


64 




22 


15 


68 












14 


8 


57 






20 


11 




448 


332 


74 






32 


86 


New lerscy 


7,101 


1,753 


65 




253 


176 


70 


New Mexico 


217 


120 


55 




25 


18 


72 


New York ^ 


7,292 


3,432 


47 










North Carolina 


315 


194 


62 




2,641 


1,596 


60 




245 


214 


87 




91 


81 


89 












707 


468 


66 




1,594 


946 


59 










Oklahoma 


59 


52 


88 




245 


167 


68 




57 


45 


79 


District of Columbia 


1 ,044 


878 


84 




















A O O O 

4,ooo 


4,182 


86 




3,584 


2,315 


65 




















lie 


156 


73 




403 


388 


96 










Hawaii 


165 


121 


73 




26 


21 


SI 












75 


67 


89 




12 


11 


92 












4,206 


2,111 


50 




1 1 2 


1 1 2 


100 


Indiana 


1,493 


729 


49 




960 


772 


80 






243 


93 


















1 1 • ik 


65 


c c 


B C 

oo 






237 


89 












396 


323 


82 




1 ,341 


735 


55 






178 

1 / o 


75 


Virginia 


3,259 


1 ,709 


52 




1,187 


691 


58 




664 


550 


83 




2,199 


1,299 


59 


West Virginia 


435 


232 


53 




922 


552 


60 


Wisconsin 


607 


534 


88 




1,274 


1,033 


81 


Wyoming 


14 


7 


50 




266 


205 


77 












109 


95 


87 












1,541 


1,170 


76 


Virgin Islands 


677 


607 


90 




57 


44 


77 











* Excluding Canadians. 

2 Data were r»ot given or were incomplete for 1972, so figures include only 1964-71. The total includes 1964-71 data 
for New York and Minnesota and 1964-72 for all other States. 
Source: Appendix Table 8. 




43 



fdblc 3S 

PHYSICIANS i:XAMINKD FOR LICENSURK . BY STATE OF EXAMINATION AND 
COUNTRY OF GRADUATION; 
1972 



U.S. Forciiin Canadian foreign 

medkal graduates medical i;raduatcs ^ medical graduates 



State 


i otal 


Pass 


Pffcfnt 


lotal 


Pass 


Perce Ml 


Total 


Pass 


Percen 


Total 


4.840 


4,260 


89 


9,113 


5,815 


64 


105 


90 


86 






6 


100 


Z 


u 


U 


0 


0 






0 


0 




4 


3 


75 


0 


0 


- 


Arizona 


13 


1 3 


100 


40 






0 


u 






109 


102 


94 


14 


10 


71 


0 


0 






210 


195 


93 


661 


321 


49 


39 


35 


' 90 






4 


100 


3 


I 


0/ 


1 


1 


1 UU 




0 


0 




16 


8 


50 


0 


0 






. . 7 


6 


86 


96 


60 


63 


0 


0 


- 


District of Columbia . . 


. . 14 


14 


100 


215 


215 


100 


1 


1 


100 




998 


688 


69 


1.077 


513 


48 


19 


12 


63 






422 


1 nn 
100 


1 c c 

IM) 


1 c c 


1 uu 


u 


u 






. . 26 


18 


69 


30 


20 


57 


3 


3 


1 UU 




2 


1 


50 


2 


2 


100 


0 


0 


>- 




26 


16 


62 


1,288 


780 


61 


7 


6 


86 




209 


208 


99 


178 


55 


31 


0 


0 


— 




261 


261 


100 


84 


74 


88 


3 


3 


100 




95 


93 


98 


96 


83 


86 


1 


1 


100 




148 


148 


100 


63 


63 


100 


1 


1 


100 


Louisiana 


267 


239 


90 


54 


32 


59 


1 


1 


100 




1 


1 


100 


90 


90 


100 


0 


0 






88 


81 


92 


365 


186 


51 


1 


1 


100 




5 


5 


100 


214 


135 


63 


2 


2 


100 




. . 120 


118 


98 


247 


247 


100 


13 


13 


100 




- . 18 


18 


!00 


0 


0 




0 


0 






106 


103 


97 


9 


6 


67 


1 


1 


100 




199 


167 


84 


46 1 


278 


bU 


0 


0 






3 


3 


100 


13 


2 


IS 


0 


0 






98 


91 


93 


9 


5 


56 


0 


0 








1 


1 UU 


v 
o 


A 
1 




u 


U 






0 


0 




23 


15 


65 


0 


0 


_ 




3 


3 


100 


253 


253 


100 


0 


0 








5 


83 


51 


32 


63 


0 


0 






0 


0 




0 


0 




0 


0 






147 


140 


95 


102 


53 


52 


1 


1 


100 




. . 0 


0 




80 


70 


88 


0 


0 








190 


92 


472 


248 


53 


1 


1 


100 




70 


70 


100 


17 


17 


100 


1 


1 


100 




5 


2 


40 


8 


2 


25 


0 


0 






, , 18 


10 


56 


844 


634 


75 


2 


1 


50 



(Continued) 
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Table 35 (Continued) 



U.S. horeign Canadian foreign 

medical graduates medical graduates ^ medical graduates 



State Total f'ass Percent Total Pass Percent Total Pass Percent 





1 


1 


100 


21 


18 


86 


0 


0 


— 




21 


21 


100 


0 


0 




1 


1 


100 




16 


ID 


100 


20 


19 


95 


0 


0 






197 


196 


99 


53 


53 


100 


0 


0 


— 




407 


352 


86 


159 


100 


63 


1 


1 


100 




10 


9 


90 


3 


2 


67 


0 


0 






4 


4 


100 


329 


180 


55 


0 


0 






92 


89 


97 


826 


455 


55 


0 


0 






8 


7 


88 


71 


65 


92 


4 


3 


75 




30 


25 


83 


96 


45 


47 


0 


0 






56 


55 


98 


68 


65 


96 


0 


0 






1 


1 


100 


2 


2 


100 


0 


0 


























44 


42 


95 


121 


116 


96 


1 


0 





Canat Zone 



* Excluding Canadians. 

Incomplete • summary report only. 
^ Only totals given for New York. Total = 2»270, Pass= 895, Percent = 39.4. 
Source: Reference 8. 



Results on State licensure examinations in 1972 also 
vary by country and region of origin (in this case 
medical education), as shown in Table 36 and Appendix 
Table 10. The Americas (excluding Canada) have the 
lowest pass rale (59 percent); Oceania {in this case iusl 
Australia and New Zealand) the highest (90 percent). 
Rurope, Asia, and Africa have rales of 71, 66, and 64 
percent, respectively. Thes overall pass rales by region 
obscure wide variations among the several countries 
within each region, however (Appendix Table 10). The 
most notable distinction among the various FMG 
populations is that those educated in Hnglish-speaking 
countries have a pass rale materially superior to that of 
the otiici groups. (Farlicr research by )ohn Kosa had 
also shown that t MGs from English-speaking countries 
acquired medical credentials at rates closer to tha* of 
USMGs than did FMGs from non•^-nglish•s^)ca^^ing 
countries |32|)» The countryby-country breakdown 
lends credence to the statement above that TMGs 
trained in iheFnglish-speaking co'jntries do muchbcii(M 



than the norm on these examinations. On the other 
hand, those foreign countries with large enrollments of 
U.S. citizens in medical schools (e.g., Switzerland, 
Mexico, or Italy) do not on the whole have a pass rate 
superior to the overall norm. 

Table 36 

KOREIGN MEDICAL GRADUATES 
EXAMINED FOR LICENSURE, BY 
REGION OF GRADUATION: 



1972 

Rej5ion of Total Percent 

graduation examinations Passed passed 



Total 9.113 5,817 64 

Europe 1,394 916 66 

Americas .... 1,472 863 59 

Asia 5,955 3,824 64 

Africa 250 174 70 

Oceania 42 38 90 



Source: Appendix Table 10. 
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Tabic 37 

FOREIGN MEDICAL GRADUATES IN 
THE UNITED STATES bY COUNTRY OF 
GRADUATION AND SPECIALTY BOARD 
CERTIFICATION: 
1970 



Country of 
graduation 


Total 
foreign 
nitidical ^ 
graduates 


Board 
certified 


Percent 
Percent 


Country of 
sradu ation 


Total 
foreign 
medical ^ 
graduates 


Board 
certified 


Percent 

r vi 11 % 


Total .... 


57,217 


9,247 


16 














Panama 


23 


1 


4 


EuroDc 


24,756 


5,444 


22 


Paraguay .... 


76 


6 


8 


Austria 


1,698 


417 


?5 


Peru 


618 


80 


13 


Belgium .... 


511 


108 


21 


Surinam .... 


2 


0 




Bulgaria . . • • 


49 




18 


Uruguay . . « . 


46 


5 


11 


Czechoslovakia . 


654 


95 


15 


Venezuela . . . 


133 


4 


3 


Denmark .... 


82 


22 


27 










r ast Gertnanv 


745 


163 


22 


Asia 


21,002 


2,257 


11 


F inland 


31 


5 


19 


Afghanistan . . . 


19 


1 


5 




685 


186 


27 


Burma 


98 


6 


6 


Germanv ... 

xj villi ai 1 J • • • • 


3,502 


797 


23 


Ceylon 


93 


1 


1 




813 


177 


22 


China 


589 


197 


33 


H Nn0ar\/ 

1 < u < > 5** ' y • • • • 


862 


233 


27 


Hong Kong . . . 


105 


19 


18 


1 celand 


42 


5 


12 


India 


3,957 


363 


9 


Irel and 


924 


224 


24 


Indonesia .... 


89 


0 




Italy 


3,208 


621 


19 


Iran 


1,631 


284 


17 


Malta 


5 


0 




1 raq 


188 


40 


21 


Netherland<> ... 


726 


220 


30 


Israel 


214 


34 


16 


Norway • . • • 




21 


48 


japan 


882 


97 


11 


l>nl->M/l 


W4 


1 *t 


19 
1 A 


Lebanon .... 


615 


205 


33 


Portuflal 


107 


25 


23 


Malaysia .... 


1 


0 




Romania 

l^vlllCIIIIW • • • • 


317 


49 


15 


North Korea . . 


5 


1 


20 




1 ROI 

1 ,OW 1 


1Q7 


1 1 
1 1 


North Vietnam 


3 


0 




W .A J A /I AM 




q 


17 
1 / 


Pakistan .... 


784 


65 


8 


Dwii£en«na . . . 


9 ^ 1 n 


IkA 
/ o*t 


"^1 


Philippines . . . 


7,352 


586 


8 


Til rtc^i/ 


8f>A 


194 


14 


Singapore .... 


23 


2 


9 


USSR 


871 


90 


10 


South Korea . . 


2,095 


176 


8 


llnifpH l^initHnm 

UllliCU l\l il((Ui/|Ii • 




728 

/AO 


28 


Soi'fh Vietnam 


12 


0 





V II tfrkclswis 
1 U|^>i«iTia • • • 




60 


15 


Syria 


173 


18 


10 










Taiwan 


976 


84 


9 


r^illvllvAS • • • • 


9,929 


1,231 


12 


Thailand . . . , 


1,098 


78 


7 


Argentina • • . , 


1,313 


208 


16 










Bolivia 


146 


10 


7 


Africa 


1,126 


253 


22 


Bra/il . . . 


377 


52 


14 


Algeria 


1 


0 




Chile 


* 176 


15 


9 


Congo (Kinshasa) 


1 


0 


^. 


Colombia . . 


952 


145 


15 


Egypt (UAR) . . 


732 


144 


20 


Costa Rica . . . 


11 


0 




Ethiopia .... 


1 


0 






2,757 


345 


13 


Nigeria 


24 


0 




Dominican Republic 


629 


60 


10 


Rhodesia .... 


1 


0 




Ecuador .... 


147 


17 


12 


Senegal 


1 


0 




El Salvador . . . 


91 


2 


2 


South Africa . . 


356 


109 


31 


Guatemala . . . 


109 


15 


14 


Sudan 


'2 


0 




Haiti 


329 


50 


15 


Uganda 


7 


0 




Honduras .... 


49 


3 


6 










lamaica* .... 


46 


5 


11 


Oceania 


404 


62 


15 




1,821 


199 


11 


Australia .... 


325 


48 


15 


Nicaragua .... 


78 


9 


12 


New Zealand . . 


79 


14 


18 



' ExcludingCanadians. 
Source: Reference 1. 
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Specialty Board FMGs have been significantly less 
Certification successful in qualify in){ for specially 
board certification than their USMG 
peers. How much this is an indication 
of relative medical proficiency and 
how much an artifact of specialty board examination 
structure and requirements is not clear. The process of 
certification by American specialty boards is somewhat 
complex. Fach of the 22 nationally recogni/ed boards 
operates autonomously and sets its own standards, 
procedures, and requirements. These requirements may 
and usually do include the M.D. degree (or equivalent), 
a specified number of years of postgraduate training and 
other experience, a written and an oral examination, 
and (sometimes) citizenship. Although the policies of 
specialty boards have become more liberal with respect 
to FMGs in recent years, it should be recognized that 
the lengthy training and practical experience require- 
ments probably reduced the number of FMGs becoming 
board certified in the past. 

In any case, 16 percent of all FMGs (excluding 
Canadians) were certified by specialty boards as of 1970 
(Table 37). compared to 41 percent of all USMGs (1, p. 
11). The proportions of FMGs from Europe and Africa 
(22 percent each) holding specialty board certification 
were higher than for all FMGs; the proportions of FMGs 
from Oceania, the Americas, and Asia were lower (15, 
12. and 11 percent, respectively). These regional per- 
centages mask wide variations among the countries, 
however, as can be seen in Table 37. When just those 
presumed eligible for certification are compared (i.e., 
those in activities other than training), 23 percent of the 
FMGs and 43 percent of the USMGs were board 
certified as of 1970. This represents an increase in the 
proportion of both FMGs (excluding Canadians) (21 
percent) and USMGs (39 percent) who were board 
certified as of 1967 (33. pp. 15. 24-25). 

Board certification is not spread evenly throughout 
the FMG population, as Table 37 indicates. Graduates 
trained in medical schools of f-nglish-speaking countries 
(Australia. New Zealand, South Africa, and the United 
Kingdom) show a much higher percentage of board 
certification (26 percent) than the i MG popul ition as a 
whole (16 percent) or the non-hnglish-speaking coun- 
tries alone (15.5 percent) (Table 38). This group 
constitutes only a small fraction (6 percent) of the total 
FMG population, however, and of the FMG population 
that is board certif ied ( 1 0 percent). 

With regard lo specialty certification, it is important 
to note tfiat three of every ten FMGs are still interns or 
residents. Under most circumstances, these f MGs would 
thus not be eligible for specialty hoard certification. 



since most boards require completion of residency 
training and a number of years of specialty experience 
before candidates are considered eligible for certifica- 
tion, tligibilily is tfius Somewhat a function of age. As 
noted earlier, a higher percent of FMGs than USMGs are 
in the younger age groups; they have come lo ihe U.S. 
early in their careers, are often still in the training phase 
t)t their careers, and have not been in the United States 
long enough to be able to sit for trie examination. 

Table 38 

FOREIGN MEDICAL GRADUATES 
IN THE UNITED STATES, BY 
LANGUAGE GROUP AND SPECIALTY 
BOARD CERTIFICATION:1970 



t*anxuagc group 


Total 


Board 




foreign medical 


certified 


Percent 




graduates ^ 






Total .... 


57,217 


9,247 


16 


English speaking . . . 


3,401 


899 


26 


Australia . . . 


325 


48 


15 


New Zealand .... 


79 


14 


18 


South Africa . . . 


356 


109 


31 


United Kingdom . . 


2,641 


728 


28 


Non-English speaking . 


53,816 


8,348 


16 



Excluding Canadians. 
Source: Reference 1. 



Changes in the timing of certification, such as new 
examination structures which enable both USMGs and 
FMGs to take the boards earlier in tKcir careers, should 
improve the KMGs,chances of becoming board certified. 

Data (as of 1972) with rcga'-d to specialty board 
certification are presented in Table ^^)\ in all, just over 
1 1 percent of all certificationf were held by FMGs. As 
can readily be seen, certain patterns of specialty choice 
by FMGs (including Canadians) are borne out; in 
particular, a relatively high rcDrcscntatiun of f MGs in 
physical medicine, pathology, and anaesthesiology is 
reflected in these figures. The proportion of f MGs 
(including Canadians) was notably higi.er in 1972 than 
in 19r)7 for several specialties, including colon and 
rectal surgery, urology, internal medicine, surgery, 
thoracic surgery, and pediatrics; it was the suine in both 
years in ophthalmology, otolaryngology, and psychia- 
try, and dropped in dermatology and physical medicine. 

The American Board of Medical Specialties recently 
collected some information from several of its member 
boards on performance on the written examinations for 
specialty board certification, f.leven boards reported for 
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Tabic 39 

NbMbtR OF SPECIALTY HOARD CERTIFICATION , BY BOARD AND 
COUNTRY OF MEDICAL EDUCATION: 
1972 



Specialty board 



Total board 
certifications 



1 



(Graduates 
ot U.S. 
medical 
schools 



Graduates of 

foreign 
medical schools 



Canadian Other 



Total 



Foreign 
graduates 

as a percent of 
all board 

certifications * 



All boards 

Anesthesiology . . . . 
Colon and rectal surgery 

Dermatology 

Family practice . . . . 
Internal medicine . . . 
Neurological surgery . . 
Nuclear medicine . . . 
Obstetrics and gynecology 
Ophthalmology . . . . 
Orthopedic suri»erv . . . 
Otolaryngology . . 

Pathology 

Pediatrics 

Physical medicine and 

rehabilitation . . . 
Plastic surgery .... 
Preventive medicine 
Psvchiairv and neurology 

Radiologv 

Surgery • . 

Thoracic surgcr\ • • • 
Urology 



135,468 



120,195 



2.690 



12.583 15.273 



11.3 



5.093 
388 
2,656 
4,520 

22,737 
1,487 
884 

11,331 
6,655 
6,927 
4,590 
7,396 

13,101 

803 
1,032 
2J86 

10,514 
9,85 3 

17.020 
2,580 
3,715 



4,050 
327 
2,453 
4,239 

21,245 
1,311 
760 

10,300 
6,148 
6,364 
4,158 
5,634 

11.101 

584 
936 
2,051 
8,919 
8,671 
15,312 
2,205 
3,427 



165 
16 
48 
55 
277 
45 
20 
221 
145 
164 
127 
197 
221 

17 
21 
51 
328 
181 
286 
43 
62 



878 
45 
155 
226 
1,215 

ni 

104 
810 
362 
399 
305 
1,565 
1,779 

202 
75 
84 
1,267 
1,001 
1,422 
332 
226 



1,043 
61 
203 
281 

1,492 
176 
124 

1,031 
507 
563 
4J2 

1,762 

2,00C 

219 
96 

135 
1,595 
1,182 
1,708 

175 

288 



20.5 
15.7 
7.6 
6.2 
6-6 
11.8 
14.0 
9.1 
7.6 
8.1 
9.4 
23.8 
15.3 

27.3 
9.3 
6.2 
15.2 
12.0 
10.0 
14.5 
7.8 



1 This does not represent individual physicians, as some physicians may hold more than one certification. 

2 Including Canadians. 
Source: Reference 22. 



1972 the number of f*MGs and U.b./Cdnadian graduates 
taking the written examinations for ^hc first time. Ten 
boards reported only 1972 examinations; one btjard 
reported '>niy a live-year total. Tor FMGs,a ^3 percent 
failure rate was calculated; the failure rate on individual 
boards ranged from 18 to 73 percent. One board 
indicated thai of foreign-trained physicians taking its 
examination after or more failures, 225 FMGs 
failed and 84 passed, lor a 73 percent failure rate, f or 
USMGs (including Canadians), the failure rate calcu- 
laieu tor 1972 for first-time cAarninations was 27 
percent; thriMr failure rate on individual boards ranged 
from 5 to 30 percent. 

Up to ihis point, comparative FMG and USMG 
performance has been interred after the fact ^rom 
records of performance on examinations. The following 



discussion will deal with the attitudes and perceptions 
of the FMGs and USMGs themselves. These perceptions 
have been recorded in a scries of research projects 
conducted during the 1960s. They add a valuable 
dimension to the limited knowledge that we have 
concerning the capabilities and motivations of the FMG 
population. 

Perceptual Two research projects conducted d u r ing 
Studies of the mid-1960s have compared the per- 
FMG formance of FMGs and USMGs while 

Performance they were serving as residents. One study 
involved FMGs and USMGs serving in 
surgery, internal medicine, and physical 
medicine and rehabilitation residencies in 
university affiliated hospital programs 
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locdied primjrily in the Norlhcdsi. Approximately 50 
FMGs and SO USM(is in each spcvialty were included in 
the sample. In one paper on ihis prujcci, Halberslam 
and Dasco reported on the performance and ability of 
U.S. and foreign-trained residents as perceived by both 
the members of the sample group and U.S. medical 
educators. The overall proficiency of U.S. trained resi- 
dents was considered superior to that of fureign-trained 
residents by 90 percent of the U.S. residents and 78 
percent of the foreign-trained. The medical educators 
also perceived the USMGs to be better trained and 
better able to cope with the requirements of residency 
training than the FMGs (34). 

Another paper compared thv? attitutes and perform- 
ance of 100 internal medicine residents, split evenly 
between USMGs and ( MGs (35). Those I MGs who 
were more satisfied with their residency training pro- 
grams tended to have closer contacts with U.S. peers, 
fewer contacts with compatriot peers, and less attach- 
ment to their home countries. Satisfactiun with the 
program also seemed to be positively correlated with 
tCFMG examination scores. The FMGs gener.illy con- 
ceded the professional superiority of their USMG peers, 
a percepiion shared by the teaching program supervi- 
sors. 

In still ano*hct paper, the personality profiles of 
FMG residents in surgery were compared with the 
profiles of a number othr.r medical resident and 
normative groups, including USMG residents, FMG 
residents, U.S. college men» and U.S. top and second- 
level executives (36). The study indicated that I MG 
residents in surgery showed the same personality profile 
as U.S. medical residents and second-level executives, 



and concluded that the foreign surgeon appears to be 
more readily accepted as a physician in the United 
States than is his foreign colleague in internal medicine 
or physical medic'ne and rehabilitation. 

The other major research effort dealing with percep- 
tions of I MG performance was conducted by Margulres, 
Bloch, and Choiko (37). Medical educ ators' perceptions 
of the comparative performance of U.S. and foreign- 
trained house officers were measured on 166 pairs of 
U.S. and foreign-trained house officers and 130 addi- 
tional I MGs in terms of professional skill, overall 
competence, and adaptibility. Fxcept tor questions 
de.iling with personal characteristics, FMGs were rated 
significa.Mly lower in competence than their USMG 
peers. F MGs trained in F.nglish-speaking countries were 
judged to be superior performers to the overall foreign- 
trained population. The researchers concluded that 
FMGs represent a level of competence significantly 
lower than the USMGs in the same program of graduate 
education. They did not conclude that I MGs were 
professionally incompetent, although it was suggested 
that serious consideration be given to allowing only 
I MGs with clearly demonstrated competence to assume 
patient care responsibilities. 

Both these studies revealed that medical competence 
Was considered lower for I MGs than for USMGs. 
Although a number of questions can be :aised with 
regard to the general applicability of these studies, the 
major thrust is clearly that I MGs arc perceived, 
however rightly or wrongly, as having less medical 
competence, in the American setting^ than their U.S. - 
trained ctjileagues. 



U.S. CITIZENS IN MEDICAL SCHOOLS ABROAD: 
A SPECIAL ASPECT OF THE FMG PICTURE 



Background 



Applications to U.S. medical schools since World War 
II have consistently exceeded the number accepted by 
ah.iut two to one (Table 40); despite a relatively rapid 
increase in the number of places, the excess is expected 
to increase. In 1972-73 alone, almost 22,380 applicants 
were turned away from U.S. medical schools. In 
1970-71, the figure had been nearly 13,500. I he rise in 
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U)lal number ot applications has als(j been notable. In 
1967-68, for example, 93,300 applications were re* 
ceived for an average of 5.0 per individual . In 1972-73, 
about 267,300 applications were received, for an 
average of 7.4 per individual (22). The percent of total 
applicants accepted was 38.1, down from a high during 
the past decade of 58.1 in 1967-68. 
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Tabic 40 

APPLICATION ACTIVITY TO U.S. MEDICAL SCHOOLS; 
1947.48 through 1972-73 



Applications Number of Ratio of 

Academic Number ot Number of per accepted applicants to 

year applicants applications individual applicants accepted applicants 



1947-48 . . 


18,820 


56,279 


1948-49 . . 


24,242 


81,662 


1949-50 . . 


24,434 


88,244 




00 279 


81 ,931 


1951 - 52 


19,920 


70.678 


1952-53 . . 


16,763 


56.319 


1953-54 . . 


14,678 


48,586 


1954-55 . . 


14,538 


47,568 


1 955 - 5o . . 




J *t . 1 O 1 


1956-57 . . 


15,917 


59,798 


1957-58 . . 


15,791 


60.951 


1958 - 59 . . 


15,170 


59,102 


1959- 60 . . 


14,952 


57,888 


1960-61 . . 






1961 - 62 


14,381 


58,834 


1962-63 . . 


15,847 


59.054 


1963 - 64 


17,668 


70,063 


1964-65 


19.168 


84,578 


1965-66 . . 


18,703 


87.111 


1966- 67 . . 


18,250 


87,627 


1967 -68 . . 


18,724 


93.332 


1968-69 . . 


21,117 


112,195 


1969-70 . . 


24,465 


134,557 


1970-71 . . 


24,987 


148,797 


1971 -72 


29,172 


210.943 


1972-73 . . 


36,135 


267.306 



Source: Reference 22. 



3.0 


6,5 IJ 


0 0 


3.4 


6,973 




3.6 


7.150 


1 A 


3.7 


7.254 


3.1 


3.5 


7.663 


2.6 


3.4 


7,778 


2.2 


3.3 


7.75G 


1 .9 


3.3 


7,878 


l.o 


3.6 


7,969 


1.9 


3.8 


8.263 


1.9 


3.9 


8,302 


1.9 


3.9 


8,366 


1.8 


3.9 


8,512 


1.8 


3.8 


8,550 


1.7 


3.7 


8.682 


1.7 


3.7 


8,959 


1.8 


4.0 


9,063 


1.9 


4.4 


9,043 


2.1 


4.7 


9,012 


2.1 


4.8 


9,123 


2.0 


5.0 


9.702 


1.9 


5.3 


10,092 


2.1 


5.5 


10,514 


2.3 


6.0 


11,500 


2.2 


7.2 


12,335 


2.4 


7.4 


13,757 


2.6 



Many U.S. citizens have chosen to seek medical 
education abroad. In 1971-72, the Institute of Inter- 
national Education estimated that more than 3,710 U.S. 
cili/ens were studying medical sciences abroad (22, p. 
912). At the end of the 1960s. Americans were thought 
to be enrolling in foreign medical schools at the rate of 
about 500 per year (38). It has also been estimated that 
fewer than one-half of those Americans entering foreign 
schools actually finish the full course and return to 
the United States with acceptable credentials (39). The 
licensing statistics in the United States point to a steady 
inflow of American graduates of foreign schools ranging 
between 180 to over 400 (Table 33), and these figures 
include only those successful in the licensing examina- 
tions. In the 16 years for which data are available, over 
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4,500 initial licenses have been awarded to U.S. -born 
FMGs, out of a total of 34,595 awarded to all FMGs in 
the same period. 

The figures on students abroad are believed to be 
underestimates. For example, a recent survey of U.S. 
medical students at the Autonomous University of 
Guadalajara indicated that for 1972-73, some 800 had 
been enrolled in the first year alone (40). In 1971-72, 
over 600 had bee" enrolled in the first year class. A 
survey by the Pan American Health Organization 
covering the 1971-72 academic year of all foreign 
students in medical schools in the Americas indicated a 
total of 1,744 U.S. citi/^*nsai Guadalajara alone, out of 
a total of 1.943 U.S. citizens in Latin America as a 
whole (and an additional 1 02 in Canada) (41 ). 



Studies of foreign medical schools by Mason have 
thrown additional light on the total number ol U.S. 
students in some institutions. In 1969, he lound a total 
of 821 Americans at schools in Italy, the bulk of them 
at the University of Bologna, f^e also reviewed schools 
in Spain, Switzerland, Belgium, and Mexico. In all, he 
found a total of 2,343 American students in the 16 
schools surveyed (38). 

A more recent analysis of ECf MG applications from 
U.S. citizens found a similar predominance of students 
in Italy (42). Of the 1,165 U.S. candidates taking the 
ECFMG between September 1968 and February 1970 
(including 123 Puerto Ricans), 426 were from medical 
schools in Italy, another 199 in Spain, 140 in Mexico, 
and 109 each in West Germany and Belgium. Other 
countries, particularly in Europe, had smaller numbers 
of U.S. citizens. 

Altogether. 5,972 U.S. -born physicians from foreign 
schools were identified in the United States in 1970 (1). 
Tne bulk of these graduated from schools in Italy, 
Switzerland, the United Kingdom, Spain, and Mexico. It 
should be emphasized here that foreign schools refers to 
medical schools outside both the United States and 
Canada. 

One early study of Americans in medical schools 
abroad was Greeley's analysis of ECFMG candidates for 
1964 (43). Greeley estimated that of the 500-550 
Americans abroad at that time, about 300 received 
degrees and took the ECFMG examination. He reviewed 
the records of 303 persons who had taken their 
premedical education in the United States and then had 
gone abroad for their medical education. The great 
majority (72 percent) had applied to A.merican medical 
schools but their performance on the standard Medical 
College Admissions Test was significantly lower than 
that of students who were accepted to American 
medical schools. Of the whole sample, 40 perceni had 
attended schools in Italy, 15 percent in Switzerland, 10 
percent in Germany, and 9 percent in Mexico; the 
remainder were scattered among a variety of countries. 
Most of the students thus took their medical education 
in a foreign language. While 57 percent passed the 
ECFMCj examination the first time, Greeley expected at 
least 70 percent would pass eventually. 

The experience of Americans after graduation from 
foreign medical schools has barely been explored. 
Mason's profile of 314 successful applicants to Stale 
licensing boards is one effort (39). On average, these 
U.S. -born FMGs spent longer in medical school itian if 
they had attended American schools (5.4 years, and 
longer for those who had to learn a foreign language). 



Most were satisfied with the quality of education they 
received abroad. So^ said that clinical training was 
insufficient, but that this could be compensated by an 
American internship. Many complaints voiced by indi- 
vidual foreign-trained Americans related to a feeling of 
discrimination on returning to the United States, in 
terms of jobs available, licensing, and incorporation into 
the American medical profession. 



COTRANS 

The mechanisms for transferring into the U.S. health 
care system at any point (e.g., in the middle of 
undergraduate medical education or at the end of train- 
ing)are not easy. In 1970, the Association of American 
Medical Colleges established a '^coordinated transfer 
application system" or COTRANS, to assist in evalua- 
tion of credentials of U.S. citizens seeking transfer from 
foreign to U.S. medical schools, basically through 
participation in Part I of the National Board of Medical 
Examiners. COTRANS is not a matching or placement 
service. Transfer applicants must apply to medical 
schools directly, and acceptance decisions are made by 
the admissions committee of each school. Under the 
initial program, no new positions were to be created. 
Such vacancies as exist in second, third, or fourth year 
classes of U.S. medical schools are open first to transfers 
from U.S. two-year schools or other four-year degree 
programs. Only vacancies existing after those transferees 
have been accommodated can be filled by COTRANS 
applicants. 

Many schools have been reluctant to admit U.S. - 
born foreign transfer students because of the difficulty 
of evaluating their previous performance (44, 45). 
Between I960 and 1969, for example, a total of 377 
students transferred from foreign into U.S. schools, the 
majority into the third year (46, pp. 1219-20). In all, 
564 COTRANS applicants have been accepted during 
the first four years of its existence (1970-1973). 
Preliminary data for 1973 suggest that 1,046 
COTRANS applications were approved as eligible for 
Part I of the National Board. Of the 1,046, a total of 
957 participated in Part I of the National Board and 
292 passed. Data from the AAMC Fall Enrollment 
Questionnaires show that 36 of 49 participating medical 
schools in the U.S. admitted 153 COTRANS students in 
1973, compared with 214 the year before (47). Com- 
pared with the total numuer of U.S. citizens in foreign 
schools, however, these transfers represent only a 
fraction of the potential number of Americans who 
might want to be qualified to return to the United 
States for the remainder of their medical education. 
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The **Fiflh Pathway'' 

Entering the Amer'tcdn system alter completion ot 
didactic work abroad is currently a cause of concern 
and complaint trom U,S. foreign medical graduates (48, 
49). Before granting eligibility for its certification, the 
E.CI MG generally required iriat the candidate have 
completed the curriculum requirements in the country 
of medical education and also have reached the point in 
his education where he would be eligible for licensure in 
that country if he were a citi/en. Some countries 
require students to take an internship there before 
issuing a license. This internship may correspond to 
more nearly to the clinical clerkships offered in most 
U.S. medical schools and. thus, is not an internship in 
llie American sense. Furthermore, U.S. hospitals hereto- 
fore have not usually appointed physicians directly into 
a residency. These factors have often meant that 
U.S. born foreign medical graduates, like their foieign- 
born counterparts, may have to take an additional year 
of internship or similar training to fulfill all require- 
ments tor the Doctor of Medicine degree. 

Mexico is a case in point. Graduates of Mexican 
schools must serve six months to one year of social 
service as the last part of medical school before being 
eligible for the medical doctorate degree; only then are 
they considered truly medical graduates. One year of 
internship (i.e., clinical clerkship) is also required prior 
to licensure. Having been forestalled in attempts to 
circumvent this requirement before being able to take 
an American internship, six American medical students 
from the Autonomous University of Guadalajara filed 
suit charging the AMA, the American Hospital Associa- 
tion (AHA), the ECf-MG, and the Joint Commission on 
the Accreditation of Hospitals (JCAH) with violation of 
the Sherman and Clayton Anti-Trust Acts (18, p. 23) 
and alleging interference with their civil rights. They 
maintained that the ECFMG's policy of requiring 
foreign^trained physicians to have achieved eligibility 
for licensure before being admitted to its examination 
discriminated against U.S. students in Mexico, by 
forcing them to spend extra time before being able to 
take a U.S. internship. This in turn, it was alleged, was 
compounded by policies that effectively penalized 
hospitals which accept U.S. graduates of foreign medical 
schools who do not hold ECFMG certification, through 



loss of accreditation of both the graduate medical 
education program and the hospital itself. In the 
intervening period, the suit changed somewhat. Five of 
six plaintiffs withdrew, and the case against the AMA, 
the AHA, and the JCAH was dropped. The thrust of the 
case against the remaining defendent was also modified, 
and the chief objection appeared to be against the 
LCFMG requirements that FMGs must meet the re- 
quirements tor licensure in the country in which they 
are educated. In October 1973, the remaining action 
was dismissed in a lengthy legal argument. 

The AMA has liberalized the requirements for 
entrance into graduate medical education for FMGs. As 
of July 1971, foreign mcuk: graduates are being 
allowed to substitute a year of supervised clinical 
training under the direction of a medical school 
approved by the Liaison Committee on Medical Edu- 
cation for the internship or social service required by a 
foreign school. This is referred to as the **Fifth 
Pathway" (50). To gain such a position, the student 
must have completed premedical undergraduate work in 
an accredited U.S. college or university of a quality high 
enough for matriculation in a U.S. medical school. He 
must also have successfully completed all other formal 
requirements of the foreign school. Finally, he must 
pass a screening examination acceptable to the Liaison 
Committee (such as the ELFMG examination). (He 
n'->ed not obtain ECFMG certification, however.) The 
National Board of Medical Examiners devised a special 
examination the American Medical Screening Exami- 
nation as such a test. After successful passage through 
this supervised academic year, the student is eligible to 
enter an AMA-approved graduate training program. 
Twelve U.S. and two Canadian medical schools were 
participating in this program as of 1972. It should be 
noted that only 14 States presently permit Fifth 
Pathway participants to qualify tor regular medical 
licensure, without having fulfilled all the requirements 
for an ECFMG certificate. The new AMA policy could 
be seen as a means of giving differential treatment to 
U.S. citizens graduating from foreign medical schools 
vis-a-vis foreign nationals graduating from those same 
schools, and the international implications of this will 
need to be considered, if the program expands to any 
great extent. 
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F UTURE DATA COLLECTION AND ANALYSIS 



The limitations in the present data base on FMGs 
have been emphasized ihroughoul this ch*ipter. To 
reiterate, the problems of analyi^ing the f MG com- 
ponent of U.S. physician manpower arc centered in 
several areas: the true magnitude of the net flow of 
foreign-trained physicians into the U.S. over time; the 
magnitude and characteristics of that part of the KMC 
population working in medical or allied fields but not 
known to the professional or regulatory agencies; the 
location, professional activities, and professional 
achievements of the **known" FMG component; and, 
finally, the quality of the health care services delivered 
by FMGs. 



An improved and eMentk'd system for gathering, 
stormg, processing, and analyzing information on l-MGs 
- and similar informaiiai-. on USMGs • is a pressing 
need. Planning for the use of health resources in the 
United Statesand for the use ot health manpower iri 
particular wili be less than optimally rational as long 
as these data are unavailable. Much of the data may not 
become available any time soon, but the more fruitful 
areas of inquiry might at least be outlined. 



One primary difficulty has been that no single 
identifying number is in use which would allow an FMG 
to be followed throughout his stay in the United States, 
regardless of changes in visa status, activity, location, 
marital status, and so forth. One solution to this 
problem may be in the Social Security Amendment of 
1972 (P.L. 92-^)03), which contains a requirement 
(Section 137) that social security numbers be assigned 
to (among others) all aliens at the time (;f their 
admittance to the U.S. as permanent residents or for 
employment, and to all other aliens at such time as their 
status changes to one of the above categories. Imple- 
mentation ot this requirement should facilitate the 
establishment and maintenance of a single primary 
source ot contact which will be as inclusive as possible. 



Aside from the need for an identifying number, the 
need for resear^^h into speci^V; aspects of the FMG issue 
can be assessed from several vantage points. The items 
iioted bel()\v do not by any means exhaust the possible 
areas for productive research; they are intended to give 
a . '^'H overview of the situation. 



Topics for Data Coltcction and Research 



Dcmaqtaphic lo promote a more rational process of 
and Other health manpower planning at both the 
Characttristks national and local levels, a more com- 
ot TMGs picte and primary source of data on all 

physicians must be established and 
maintained. In the case of FMGs, this 
data base must be expanded beyond the 
usual items such as age and sex, loca- 
tion, current professional activity, and specialty. An 
ideal data base on FMGs would also include country of 
birth; country of last permanent residence; last citizen- 
ship; age at entry; visa status upon entry into the U.S.; 
subsequent changes; and current visa status. In terms of 
medical education and training, such items as medical 
school, graduate training abroad, graduate training in 
the U.S. (in terms of specialty, level, and duration), 
ECFMG performance, and competency in English are all 
signficant parameters. Similarly, details of past and 
present professional activity are important topics, e.g., 
licensure history, specialty board certification, affilia- 
tion (or nonaffiliation) of hospital, and typo of practice. 
Details about specific location within urban areas are 
also crucial. 

One area of particular significance is the economic 
aspect of the dual USMG|FMG manpower pool. Infor- 
mation on income for U.S. -trained versus foreign- 
trained physicians by specialty, activity, location, and 
other parameters is needed. Tiie relative costs of 
medical educatiori, graduate training, or retraining 
represents another important topic for research, espe- 
cially in comparison with similar costs for nonphysician 
support personnel. 

Quality An issue of overriding concern to prof essionals 
of Care and laymen alike has been the quality of 
health care services delivered by foreign med- 
ical graduates, in comparison both with peer- 
oriented standard: and with expectations of consumers. 
I he question has been raised but not answered about 
differences in performance and quality of care deliv- 
ered. Quality is a subjective concept that is not easily 
measured, but it can be translated into more precise 
terminology. The concepts of benefit, effectiveness, or 
efficiency, for examph', are all more workable terms 
which c'\iVi.y a :^!i^i'ar meaning, they are, furthermore, 
open to quantificailoii they can be restated In such a 
way as to allow for a wide range of evaluative actions. 
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The definition of quality in these (or other) terms 
can be made from several individual viewpoints the 
professional or the consumer, for example - or from a 
more composite viewpoint - society, for example. 
Quality can reflect purely technical and unitary meas- 
urements, e.g., number of specific services performed 
per time or manpower unit, or more subjective consid- 
erations, e.g., patient satisfaction in terms of time or 
money expended. In short, quality is a complex 
concept; it is particularly complicated when applied lo 
foreign physicians, especially in comparing them with 
U.S. -trained physicians. 

With regard to FMGs, two parameters of quality 
might be isolated for p.nmary attention. The first is the 
need fur measures of professional competence in the 
direct delivery of care in the American setting, measures 
sufficiently precise and discriminating that they can be 
applied equally well to USMGs and FMGs. Second, 
there is a need for common measures of professional 
knowledge and achievement in short, standard exami- 
nations and requirements for entry into graduate 
medical education, licensure, and specialty board certifi- 
cation. FLtX and the screening examination which may 
be developed by the National Board of Medical Ex- 
aminers are initial steps in this area. Ways of administer- 
ing these examinations and collecting data on the group 
that fails, as well as on the group that passes, will also 
be fruitful topics of research. 



Further exploration of the **puir* factors is needed; for 
example, are economic or professional considerations 
paramount? Information on migratory patterns is par 
ticularly crucial in beginning to identify which groups 
of FMGs might be expected to remain in the U.S. and 
become permanent additions to the physician man- 
power pool. 

Finally, the place of the United States in the 
worldwide movement of physicians must be studied 
more closely. The implications of physician migration 
for the donor countries is one aspect of the constella- 
tion of potential topics for research which should not 
go unattended. One major study by UNITAR which has 
focused on students and professionals gives many 
insights into the migration process in general, but it did 
not include physicians. The proposed study of inter- 
national migration of physicians and nurses, expected to 
be undertaken by WHO, should provide additional data 
and perceptions to describe the patterns of migratory 
flow among nations and to elucidate the underlying 
reasons for migration. 

Analyses 

Research and information exchange do not take 
place in a vacuum. The purposes to which such efforts 
are directed should be unambiguously stated; in so 
doing, the iustification for such efforts may highlight 
the more crucial areas of attention. 



Immigration Aside from the migration information 
and Emigration (country of birth, country of last 
permanent residence, etc.) noted in the 
section above on demographic charac- 
teristics, other information would be useful in clarifying 
processes ar ' patterns of physician migration. Above 
all, some measure over time of ihe number, destination, 
and various other characteristics of those FMGs who 
leave the United States is needed. 

Motivations for immigration and/or emigration, par- 
ticularly within the context of the worldwide move- 
ment of health professionals, in one aspect of the 
situation which needs more careful analysis. The expec- 
tations of FMGs prior to arrival, their informatiop (or 
lack of it) about programs and career possibilities, their 
satisfaction (or lack of it) with training and activities 
here 4nd in their home countries, and their potential 
employment opportunities in their home countries are 
all areas deserving further clarification. These factors 
can be assessed from the point of view of FMGs who 
remain in the United States versus those who leave the 
country (and may or may not have returned home). 
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The first step in data collection is to identify the 
populaiion(s) to be included. Although the entire group 
of FMGs entering, working. and living in the United 
States is the proper focus of long-term data collection 
and storage, certain subgroups of FMGs can be isolated 
for special analysis. These subpopulations comprise the 
following: 

1. FMGs currently known to professional, regula- 
tory, or immigration agencies 

(a) those in unapproved training programs, 

(b) those in activities other than office or hospital 
practice or graduate medical education; 

2. FMGs not yet accounted for or known to those 
agencies the so-called ''unknown** FMG popu- 
lation; 

3. FMGs who enter the United States as non- 
immigrants; 

4. FMGs who enter the United States directly as 
permanent residents; 

5. FMGs who enter the United States as nonimmi- 
grants but convert to immigrant status; 

6. FMGs who leave the United States; and 

7. U.S. -born FMGs. 



Following are some illustrative issues which could be 
explored given the types of data outlined above. 

In the area of immigration (worldwide or U.S.- 
oriented), collected data would allow subgroups of 
FMGs to be compared on a broad set of variables to 
ascertain what factor or constellation of factors have 
been most instrumental in motivating FMGs to migrate, 
to settle in a new land, or to return home, and thus to 
predict the future behavior of similar groups. This might 
be particularly pertinent in assessing the possible be- 
havior of exchange visitor FMGs in terms of converting 
to immigrant status. 

Samples of FMGs with recogni^ed credentials of one 
sort or another (e.g., full State license to practice, 
passing score on ECFMG examination, or appointment 
to an approved training program) might be compared 
with samples of FMGs lacking such credentials, in order 
to clarify what factors might be operative in creating 
the so-called FMG ^^underground'*. This might, in turn, 
lead to potential remedial steps to help the FMG 
underground move to a higher professional level. 

With regard to professional achievement, samples of 
FMG*, and USMGs might be compared to ascertain what 
variables are most strongly associated with differences 
in licensure, specialty board certification, position in 
affiliated or nonaffiliated hospitals, or whatever. Re- 
lated questions involving the issues encompassed in 
"quality of care'* might also be addressed. For example, 
whether FMGs in a given setting are as effective as 
USMGs in the delivery of health care might be 
measured. If the FMGs were found to be less effective, 
variable(s) which account for this divergence from the 
USMGs could be isolated. 



More needs to be known about U.S.-born FMGs, 
especially if this group becomes a more noticeable 
constituent of U.S. physician manpower. Specificially, 
the demographic, educational, and socio-cultural back- 
grounds of U.S. citizens educated abroad are of primary 
interest. Their educational experiences abroad, their 
entry into graduate medical educat n in the U.S., and 
their assimilation iiito professional life here are other 
areas open to future research. 

The issue of whether the United States has a real or 
only an apparent shortage of physicians may not be 
resolved satisfactorily for some time, involving as it does 
such questions as geographic maldistribution of both 
USMGs and FMGs. One useful analysis, given the data 
suggested above, would be on the subject of location of 
practice of FMGs within urban areas in order to clarify 
whether, in this one instance, FMGs are helping to 
relieve the lack of health care services to certain inner 
city or ethnic areas. Similarly, analysis of the location 
of practice by type of institution and patient treated, 
especially by the "unknown" FMG component, might 
help to clarify whether FMGs are filling positions 
heretofore unrecognized as physician-dependent. 

These few examples of possible analyses are given to 
illustrate the types of questions which might be asked, 
given a suitable data base. In the absence of that data 
base, the answers to such questions remain speculative. 
Informed attempts to improve the U.S. medical training 
of the FMG, to enhance the quality of care delivered by 
FMGs, to quantify and characterize more precisely the 
migratory patterns of FMGs, or to describe more 
completely the composition of the FMG component of 
U.S. physician manpower will consequently also remain 
unrealized. 
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Available data, such as those just reviewed, do not 
throw much light on the issues of the impact of the 
utilization of FMGs on the quality, accessibility, and 
cost ot health care in the U.S. A\t present, there are no 
direct measures of the quality, cost, i)r nature of the 
health care services provided by KMGs in tiie United 
States, or of the types of patients to whom they are 
providing service. Until studies such as those suggested 
in the previous section are undertaken, one can only 
infer from available data and expert opinion what the 
impact of \ MGs might be and suggest possible policy 
options and action alternatives based on these infer- 
ences. This inferential approach is hampered by the fact 
that most available data and opinions about I MGs do 
not take account of the wide variation in the back- 
grounds of foreign physicians or look at trends over 
lime. Nevertheless, a number of action alternatives 



related lo national policies will be identified and 
assessed in this chapter to stimulate thinking about and 
research on ( MGs in the United States. 

These action alternatives arc not recommendations; 
they are ideas to be discussed. Their ultimate feasibility 
and implementation are i>«.ues to be decided by others. 
They are presented as tnough they were discrete 
actions, but this does not imply ihat they are mutually 
exclusive. Two or more action alternatives taken to- 
gether might have synergistic or multiple effects, neces- 
sitating a careful assessment of the ramifications of both 
single and combined actions. Obviously, the ultimate 
outcome is envisioned as a coordinated set of policy 
options along a broad front, each action alternative 
focusing on some aspect of the f-MG situation, but all 
working together toward the same national goals. 



BACKGROU ND 



The migration of foreign-trained physicians to the 
United States and the place of the f MG once here has 
received official attention of varying degree from time 
to time, most explicitly in 1967 as part of the work of 
the National Advisory Commission on flealth Man- 
power. President Lyndon Johnson established the Com- 
mission to ''develop appropriate recommendations for 
action by government or by private institutions, organi- 
zations, or individuals for improving the availability and 
utilization of health manpower** (1, p. 1), and a Panel 
on foreign Medical Graduates was named. 

One overriding recommendation was made in the 
Report of the Commission which impacted significantly 
on I MGs (I. p. 

rhf United States shuuld produce a sufficient 
number of pfiysitians to meet its needs and, 
further. . . . should jssist other countries, par- 
ticuio-'v developing nations, to improve their 
svstems of medical education and their levels of 
rneilital practice And public health. 



Three other recommendations were also stated which 
were directed specifically at F MGs (1, pp. 43-44): 
. . . at a minimum, foreign-trained physicians who 
will fiave responsibility for patient cure should pass 
tests equivalent to those for graduates of U.S. 
medical schools. The National Board of Medical 
Examiners provides an objective testing service 
wfiich should be utilized just as it is for graduates 
of U.S. schools. Issuance of an immigrant visa on 
the basis of I hjrd Preference should be contingent 
upon satisfactory performance In the examination. 

. . . before foreign medical i»raduates are per* 
mitted to enter training programs with respon* 
sibllity for the care of patients, they should be 
re(|uired to participate in an orientation and 
educational proKram during which their com- 
petence in the basic and clinical medical sciences, 
in tngllsh, and other appropriate fields would be 
assessed, and remedial instruction provided where 
necessary. . . . Such orientation programs should 
conducted by a consortium of medical schools, 
hospitals, and educational institutions on a reKional 
basis. » » » 
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... a Commission on f orcign Medical Graduates 
be cslabllshed outside ot government. Financed by 
appropriately interested foundations and health 
associations^ with contributions from the Federal 
Government If necessary, such a Commission could 
gather and analyze data on FMGs which are 
presently unavailable from any source. It could 
then provide advice to all institutions, in and out 
of government, which arc involved with FMGs, at.d 
coordinate the various actions which may be taken 
to Implement an overall national policy. 

Although these recommendations have been widely 
disseminated since the appearance of the Commission 



Report, they have not be implemented. In 1970, the 
Commission on Toreign Medical Graduates (CFMG) was 
established under the sponsorship of eight national 
professional associations, but the report of the CFMG 
on its studies of FMG problems has not been com- 
pleted, ihe CFMG will merge with the ECFMG by 
summer of 1974, although its function^ will continue. 
Some of the recommendations made by the Com- 
mission and the Panel (2) seem as appropriate today as 
they were in 1967, and they are included in the 
discussion of action alternatives in this chapter. 



THE CURRENT SITUATION 



The data reviewed in Chapter II do make clear that 
increasing numbers of FMGs are entering the U.S. each 
year and becoming permanent residents. FMGs are 
proportionately more often found in graduate medical 
education positions (especially in nonaffiliated hos- 
pitals) and in full time hospital care than USMGs. They 
are most likely to be found in metropolitan areas, 
especially on the East Coast. FMGs tend to be younger 
and more often female than USMGs. They are less 
successful in obtaining unrestricted, permanent licenses 
to practice than USMGs. An unknown, but substantial, 
number of FMGs are practicing with temporary or 
institutional licensure only . FMGs educated in English- 
speaking countries are usually more successful in passing 
U.S. medical licensure and credentialing examinations 



than those educated elsewhere. Since more FMGs are 
coming from Asia, they may be less conversant with our 
language and health care practices than earlier FMGs, 
although no direct evidence for this exists. The few 
studies that have been undertaken in the area of quality 
of care suggest that FMGs arc perceiued by U.S. medical 
educators and themselves as less proficient than USMGs. 

These data have led some U.S. physicians and health 
officials to conclude that FMGs taken as a whole dilute 
the quality of health care provided to Americans, 
decrease the number of educational and professional 
opportunities for American students and doctors, and 
do not alleviate the problem of geographic maldistri- 
bution of health care services in the United States. 



QUALITY OF MEDICAL CARE 



If FMGs are assumed to provide a quality of medical 
care not, equivalent to that provided by graduates of 
U.S. medical schools, then relevcnt policy options 
include reducing the number of FMGs providing medi- 
cal care to Amer.cans and/or upgrading the skills of 
those who provide such care. One means of rcdu^.l'^g the 
total number of FMGs in the United States is to reduce 
the numbers coming to this country. An action alterna- 
tive often advocated in this context is modification of 
existing immigration laws and policy. 

Immigration Policies and Laws 

As discussed in Chapter II, virtually all foreign-born 
FMGs enter thr United States either as exchange visitors 



(j-visa) or as immigrants, and in very ttjceni years, the 
immigrant group has comprised, to a large degree, 
exchange visitors who have changed status. These facts 
suggest that action alternatives to reduce physician 
immigration must focus on those who come as exchange 
visitors. One action alternative which has been suggested 
is *7o terminate the pu^ent international educational 
exchange program and replace it with a more systematic 
and nationally coordinated international exchange pro- 
gram involving formal agreements between the United 
States and the governments of other countries. This 
might be organized on a bilateral agreement basis, 
through multilateral agreements involving the World 
Health Organization or a combination of both. Under 
such arrangements, the United States could agree to 
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provide specitied types of graduate medical training for 
individuals selected by the government of a developing 
country (or a consortium of medical schools in that 
country) to fill faculty or key clinical posts in that 
country. Candidates selected for such training oppor- 
tunities would be assured positions on ihe completion 
of the training experience and would be committed to 
return to their home country" (3, p. 49). This action 
would require mutual agreements on international 
policy and extensive international cooperation which 
would no doubt demand lengthy and involved negotia- 
tions. Existing legislation might have to be amended and 
State Department ^participation would be required. 

The historical changes in exchange visitor regula- 
tions, especially regarding the requirement to leave the 
U.S. for a two year period, were reviewed in Chapter II. 
There is some sentiment in other countries for a more 
stringent application of that provision. For example, in 
1971, a Report of the Inter-Ministerial Group on the 
Brain Drain prepa.ed for the Government of India 
recommended that cll exchange . 'sitors in the U.S. be 
required to return to their home countries after 
completion of their /raining and to reside in the home 
country for four years before becoming eligible to 
immigrate to the U.S. (4, p. 59). This requirement 
would trohibit the FMG from residing and working in a 
third country (e.g., Canada) for a period of time and 
then returning to the United States. 

Enforcement of a requirement for exchange visitor 
trainees to return to the home country and extension of 
the time requirement from two to four years might 
decrease the number of FMGs who eventually settle in 
the United States in two ways. First, it might reduce the 
number of physicians applying for training via the 
exchange visitor route. Second, it might reduce, but not 
necessarily eliminate, the eventual return to the United 
States of those who still elect to come here for training. 
To return to the home country for four year> might be 
perceived by the IMG as something other than a 
temporary, short-term arrangement. It might also pro- 
vide an opportunity for professional and personal roots 
to be established and thus make emigration to this 
country less attractive. 

Two recent studies (5, 6) show that when the 
requirement to leave the U.S. for a two year period was 
in effect, over two-third of the FMG interns and 
residents who were in the United States in 1963/64 
were also here in 1971/72. These studies suggest that a 
"return home" requirement would have to be strictly 
administered and enforced to insure that trainee, leave 
the U.S. after their training. This implies that improved 
and additional f ederal mechanisms are needed for 
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monitoring the emigration of FMG trainees from the 
United States. If the requirement that social security 
numbers be assigned to aliens were extended to ex- 
change visitors a> well, this would facilitate the monitor- 
ing process. 

If a f' './ year **return home" requirement were 
vigorously |;ursued, it might shunt more physicians into 
the immigration pathway. To implement reduction of 
influx of FMGs, both the exchange visitor route and the 
immigration route would have to be considered because 
the two are closely intertwined. A coordinated ap- 
proach involving both routes would be most effective. If 
physicians were removed from the nationwide shortage 
schedule (Schedule A), approximately three-quarters of 
the immigrant FMGs would be affected, since labor 
certification is required for non-preference immigrants, 
two occupational preference categories, and all Western 
Hemisphere immigrants. Basic professional standards 
should be revised for all immigrants admitted in 
classifications requiring labor certification, as well as all 
nonimmigrants admitted under "/y" visas, in order that 
physicians admitted to this country to practice medi- 
cine, are in fact, eligible for full, unrestricted licensure. 

If it were determined that physicians were scarce 
only in specific geographic areas, an FMG would not 
automatically be given labor certification upon meeting 
the other qualifications. He would have to demonstrate 
that he was planning to reside in a scarcity area, and the 
Department of Labor would have to assure that no 
unemployed U.S. physician was willing to relocate and 
accept employment there. Physicians could be removed 
from Schedule A, but a professionally sound formula or 
standard would have to be devised which would allow 
designation of geographical locations as physician short- 
age areas. The Department of Labor is subject to court 
action if an alien successfully challenges sucii a formula 
or its application in determining shortage areas. De- 
velopment of such a formula is not an easy chore, as 
those responsible for developing similar procedures to 
identify physician shortage areas in which to place 
National Health Service Corps physicians and to eval- 
uate educational lo.m-forgiveness programs have dis- 
covered. Methods for development of a profest-onally 
sound formula which would allow designation of 
specific geographical locations as physician shortage 
areas could be explored. 

Graduate Medical Education 

Some reasons for FMGs settling in the United States 
are related to "push" factors, and are outside the 
purview of the U.S. Government. Others are more 
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amenable to modification within the United States 
because they are related to "pull" factors. Action 
alternatives which would limit immigration of FMGs to 
the United States by reducing the incentives for foreign 
physicians to practice here can be considered. 

As noted earlier, internship and residency training 
opportunities appear to be a key factor in FMG 
immigration because, regardless of eventual career plans, 
postgraduate training is the avenue by which most 
FMGs enter the United Slates. Aside from the obvious 
opportunity for specialized training not available 
throughout the world, the economic incentive for 
interns and residents is strong. Recent AMA data 
indicate, for example, that the mean annual salary in 
1972 in hospitals not affiliated with universities was 
about $10,140 for interns and $11,210 for residents (7. 
p. 932); salaries in affiliated hospitals are somewhat 
lower. The trend in salaries continues upward, however. 
Consequently, the salaries available to foreign -trained 
physicians serving as house officers often exceeds what 
they could make at home, either in training or, in some 
cases, in practice. 

The output of \;raduates from U.S. medical and 
osteopathic schools is expanding. If the numbers of 
training programs are not increased simultaneously, 
USMGs would intensify competition for training posi- 
tions and reduce the opportunities available to FMGs. 
Federal support to domestic medical schools could play 
an important role in determining whether greater 
numbers of U.S. graduates compete for graduate train- 
ing positions filled by FMGs at present. 

Raising the quality of graduate medical training 
abroad could indirectly impact on quality of care in the 
U.S. and numbers of FMGs coming to this country. 
Lack of adequate opportunities for postgraduate train- 
ing in donor countries has been identified* as an 
important cause of physician migration (8. 9) and an 
international conference sponsored by the )osiah Macy. 
Jr., Foundation in 1970 concluded that developed 
countries should assist in strengthening such training 
programs (10). The development of "centers ot excel- 
lence" was seen as a means ot diminishing the *)Ulflovv 
ot physicians from developing countries. In 
general, they are proposed for postgraduate work, and 
are not simply an expansion or upgrading of under- 
graduate medical school programs. Centers of excellence 
are seen as a mechanism to improve the health status of 
the developing countries and as a possible means of 
retaining foreign physicians in their own countries (or in 
their own regions) or of encouraging the return of those 
physicians who have already immigrated to the United 
Stales or other developed countries for advanced 
^ training or employment. 
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Before supporting the development of new program 
centers, studies need to be undertaken of the impact 
that existing centers (such as the )innah Postgraduate 
Medical Center, the All-India Institute, and the Pro- 
gramas de Centros .Multinacionales) have had upon 
health care in their nations (11. 12). Important ques- 
tions regarding their relevance to the primary health 
problems of their people, thoir goals, their financing, 
and their administration need to be explored. 



Educational and Professional Requirements 

Another set of action alternatives which relate to the 
national goal of providing quality medical care for all 
Americans involves increasing the educational and pro- 
fessional requirements of FMGs. Depending upon the 
entry point into the health care system, these require- 
ments currently can include ECFMG certification, 
internship, FLEX or other State licensure examinations, 
and perhaps specialty board certification. The most 
critical requirements center on those involving exami- 
nations. 

Along those lines, a valid measure of the competence 
of all physicians to deliver quality care is sorely needed. 
Accordingly, recent proposals by The Committee on 
Goals and Priorities of the National Board of Medical 
Examiners as part of its review of evaluation procedures 
in medical education would establish an entirely new 
system of examination, applicable to medical graduates 
of domestic and foreign schools alike (13). A **Qualify- 
ing A" examination is to be devised "to evaluate 
performance characteristics requisite for providing pa- 
tient care in a supervised setting." Successful perform- 
ance on Qualifying A (among other things) would 
qualify a candidate for a '^permit to practice in a 
supervised setting," and this permit would be required 
of all graduates (from both U.S. and foreign medical 
schooli) for entrance into residency training. Further- 
more, the Com-.nittee has agreed that an evaluation 
procedure is n.^eded which will better assess English 
language capability and potential adjustment to the U.S. 
medical education and health care delivery system. To 
this end, it was recommended that a new evaluation 
instrument be designed, and successful performance on 
it would be a prerequisite for the Qualifying A 
examination for foreign born FMGs. Should these 
recommendations eventually be implemented, this two- 
stage qualifying procedure for entrance into residency 
training for f MGs would not only provide a more 
comprehensive screening device, it might also have some 
depressive effect on physician migration to the United 
States. 



Actions such as those proposed by the Nalional 
Board for a new examination structure take time to 
plan, test, and implement. As an interim step, therefore, 
modification of existing examinations has been sug- 
gested as a feasible approach. Since the ECFMG 
certification process is the principal screening me- 
chanism for ensuring that FMGs enter the U.S. health 
care system at roughly the same level as USMGs, one 
action alternative could be to make this examination 
more stringent, for example by raising the passing score 
to a higher level, using the examination as it is currently 
structured. Another possible interim measure might be 
the substitution of National Boards Parts I and II for 
the ECFMG examination. Existing regulations for eligi- 
bility as a non-candidate (for certification as a Diplo- 
mate) require modification by the National Board of 
Medical Examiners in order for FMGs to sit for the 
examination. At present the examinations are given 
only in the United States and Canada and, under special 
circumstancesjn selected foreign locations. It should be 
emphasized that the Federal government has little 
leverage in these matters, which are essentially the 
concern of professional and educational institutions. 
Furthermore, it could be expected that such steps might 
be protested by, for instance, U,S.-born FMGs. 

Other consid'^^ations of an economic nature must be 
noted in con-action with these action alternatives. 
Raising the required professional standards for par- 
ticipation in Federally or State-financed health care 
delivery programs implies that salaries must be made 
commensurate with the higher standards. This in turn 
suggests that a basic question of cost be addressed: shall 
the same numbers of physicians (who meet the higher 
standards) be utilized, regardless oi the higher costs 
implied, or should task analysis studies be done to 
determine if the utilization of physician extenders, 
other professionals, or mid-level personnel would pro- 
vide quality care with less additional cost? 

Furthermore, establishing nationwide standards as to 
the quality of medical services and/or Statewide guide- 
lines as to the requirements for health professionals in 
State institutions will not immediately eliminate the 
presence of FMGs who are not fully qualified. Conse- 
quently, implementation of these types of action 
alternatives implies that greater care will need to be 
taken to ensure that unqualified or marginally qualified 
FMGs are not driven deeper into unrecognized or 
borderline positions. 

Another action alternative that might curtail the 
number of FMGs coming to the United States would be 
modification of the ECFMG regulations limiting candi- 
dates to only one repeat examination. These steps might 
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be expected to decrease the influx of FMGs to this 
country over the short run, but foreign schools con- 
ceivably could modify or expand their curricula to 
provide their students with the material needed to 
achieve the passing grade on the ECFMG. Thus, in the 
long run, actions this sort might result in a 
population of FMGs better assimilated into the U.S. 
medical care system, but not necessarily an appreciable 
decrease in the number entering the system. If this 
modification were made, there surely would be protest 
from U.S.-born FMGs who were not allowed to repeat 
the examination. 

Most of the action alternatives suggested above for 
changing the requirements for entry into the U.S. 
medical care system (particularly into graduate medical 
education) are likely to invite resistence and charges of 
unfairness from the FMG population seeking entry into 
an approved internship and residency program or full 
State licensure. For example, any effort to make the 
ECFMG examination more difficult would bring objec- 
tions from foreign physicians already here who have 
failed at least one time or who have not yet taken it; 
similar objections also might be anticipated from 
foreign physicians-or, more important, U.S. students 
still abroad who expect to take it in the near future. 

Another important caveat to the overall effectiveness 
of the action alternatives discussed above should be 
noted. None of the presently existing examinations 
adequately measures the competence of the FMG to 
communicate with an American patient. This ability to 
communicate effectively with a patit.'^t is considered 
one of the more important determinants of the quality 
of care for any physician. If this communication skill 
cannot be tested appropriately, there is no assurance 
that the quality of care delivered by a foreign medical 
graduate would be predicted accurately by successful 
performance on any examination. This is one area in 
which the National Board proposals would appear to be 
a significant step forward. 

Government financed health programs are one area 
in which raising professional requirements has been 
suggested as a feasible alternative. With a reasonable 
time period (e.g., five years), all physicians serving in 
public institutions or the National Health Service Corps 
or in other ways receiving payment under Medicaid or 
Medicare could be required to be fully licensed in order 
for the program to qualify for continued Federal 
funding. Some exception to this requirement might be 
provided for bona fide interns and residents in approved 
training programs for a stipulated length of time (e.g., 
the length of the full residency program up to the Chief 
Residency year). Recognition of internship or residency 
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slalus CDuld be contingenl, turlhcrmDrc, upon success- 
ful tultillmcnt ot scmie specitied criterion, such as 
passage of the QualilyiriK A examination proposed by 
the National Board of Medical Lxaminers. In any case, 
it should be stressed that the impact ot such an action 
would have to be weighed caret ully. The number of 
physicians in these programs who currently do not meet 
such requirements are not known at present, and early 
implementation of such an cilternativc is probably not 
possible. 

More relevant to f MGs are prolessional requirements 
in State-financed institutions. In order to staff public 
institutions, most States issue temporary or limited 
licenses valid only under certain conditions or for a 
particular institution. Data on the exact numbers ot 
f'MGs who are not fully licensed and working in State 
mental hospitals are not available, but there are indica- 
tions that the number is quite high. For example, data 
from a recent survey of Slate mental hospitals con- 
ducted by the American Psychiatric Association indi- 
cated that 60 percent of the filled psychiatric positions 
in the hospitals responding were held by F'MGs (14). 
One-fifth of the hospitals had over 80 percent FMGs, 
and at least five hospitals were staffed completely by 
FMGs. Clearly, State mental hospitals and other public 
institutions such as chronic care hospitals, county 
hospitals, and tuberculosis sanitariams represent areas 
where an acute physician manpower shortage would 
exist without continued utilization of FMGs. 



A recent judicial decision in Alabama established 
minimum constitutional standards for adequate treat- 
ment of the mentally ill and retarded who are involun- 
tarily confined (15). This case may bring the question 
of quality of care provided by temporarily licensed 
FMGs to national prominence. The decree specMically 
stated that mental health personnel in State institutions 
must meet the licensing and certification requirements 
promulgated by the State of Alabama for those engaged 
in private practice elsewhere in Alabama. It also 
prescribed the minimum number of treatment personnel 
(by professional catego-y) for each unit of 250 patients 
which would satisfy staffing requirements. If the deci- 
sion is upheld (it is currently on appeal in the U.S. 
Court of Appeals in New Orleans as case No. 72-2634), 
and if similar decrees are issued elsewhere, FMGs 
holding temporary or limited institutional licenses could 
not longer be qualified to practice. Thus, the "Alabama 
decision" could have the effect of curtailing the number 
ot training or employment opportunities, especially for 
f MGs. 
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With regard to nationwide standards of quality of 
care (as opposed to treatment in State mental institu- 
tions), P.L 86-778 provides that the Secretary of 
Health, Fducalion, and Welfare develop "guides of 
. . . recomm;;nded standards as to the level, content, 
and quality of medical care and medical services** (16) 
in order to help State agencies expand the coverage and 
improve the quality of medical care, particularly on 
behalf of needy and low-income individuals. The Fed- 
eral Government could move ahead more directly in 
carrying out this legislated mandate. Other Federal 
legislation (P.L. 92-603) provides for expanded peer 
review in the form of professional standards review 
organizations (PSROs), as a means of evaluating the 
quality of care provided by the entire health care 
delivery system (17). Promulgation of these types of 
quality of care guidelines could well have the effect of 
decreasing the utilization of foreign physicians or at 
least that portion of the FMG population which is not 
fully licensed. It would appear that further Federal 
consideration of these areas is needed, in order to 
ensure that steps taken to implement these alternaJv:* 
would be consistent with overall national policies 
regarding FMGs. 



Additional Training 

Provision of training for those FMGs who are not 
fully qualified but who are legally entitled to remain in 
this country is another means of improving the quality 
of medical care in America. This training would be 
aimed at those FMGs who havt not passed any 
examination required for licensure or appointment to 
hospital training programs, but who are providing 
patient care under limited or temporary licenses or in 
unrecognized positions. 

One action alternative would be to provide immi- 
grant FMGs with one year of clinical clerkship similar to 
the last two years in U.S. medical schools or the year of 
supervised medical training given U.S. citizens pursuing 
the "Fifth Pathway.*' This training might precede 
qualifying examinations for foreign-burn F MGs. 

Many FMGs may require special training to enable 
them to achieve their maximum potential. A barrier to 
the optimum effectiveness of some FMGs is their lack 
of facility with the English language and idiom, even 
when they may have passed written examinations in 
tnglish. An action alternative to assist these FMGs 
would be to provide intemhv programs In language 



training for FMGs who plan to remain in the US. Some 
such courses are currently offered at a number of 
universities; a variety of courses would be needed, 
tailored to the p/oficiency the TMGs already have in 
basic, idiomatic, and scientific Fnglish. 

The effectiveness of some FMGs may also be 
hampered by their lack of experience in, and unfamili- 
arity with, health care delivery in this country. The 
recommendations of the National Advisory Commission 
on Health Manpower and the guidelines of the AMA 
Council on Medical Education both call \or orientation 
programs for such FMGs. The Council's guidelines 
recommend that those hospitals which appoint FMGs 
have a program of activities which will assist the new 
trainees in adjusting to their day-to*day work and the 
American culture (18, p. 351). Very few programs have 
developed. One is sponsored jointly by St. john's 
Hospital in Detroit and St. Louis University. Such 
programs could be evaluated and, if judged effective, 
duplicated elsewhere. Language and acculturation pro- 
grams could be combined in many cases, of course. 

Due to the heterogeneity of the FMG population, it 
is difficult to specify the exact content of such 
programs. They would include the organization and 
operation of the U.S. health care delivery system, health 
care institutions, and medical laws and ethics, as well as 
the expectations of various U.S. patients regarding the 
provision of medical care, and other important issues 
such as individual worth, illness, and death Individual 
counseling might well be needed for those FMGs with 
special problems in adapting to the U.S. scene. Perhaps 
the work of the American Council for Refugees in New 
York City could provide a model for such counseling. 

Several considerations suggest that such programs 
would be best provided in a university medical school 
setting. The resources required for such programs are 
probably beyond the means of all but a few of the 
major centers of graduate medical training. The univer- 



sity is already equipped to offer a large portion of the 
proposed curriculum. The economies of scale realized 
by providing a few programs with large enrollments 
rather than many programs with relatively smaller 
enrollments could be considerable. In addition, if one 
objective is to achieve a standardized and homogeneous 
level of competence among FMGs entering graduate 
medical training, this is more likely to be accomplished 
by a standardized university-based curriculum. 

Some hospitals and medical schools are currently 
conducting review courses for the ECFMG examination. 
Heretofore, programs of this nature have been privately 
funded, for the most part, and have served relatively 
few FMGs. Another action alternative would be to 
provide more programs of this type with public funding. 
Before implementing this alternative, detailed informa* 
tion would be needed about such factors as the 
heterogeneity of the FMG groups enrolled, the total 
costs of various programs, and the results to be 
expected. Many medical educators are critical of these 
courses as they now exist. The Division of Manpower 
Intelligence (DM!) of the Bureau of Health Resources 
Development (BHRD) is at present supporting an 
evaluation of existing review programs to assess more 
definitely their effectiveness. 

One possible source of resistance to any action 
alternative to upgrade FMGs' skills cannot be over- 
looked. Aid to programs which improve graduate 
educational and employment opportunities for foreign 
nationals, while U.S. citizens are denied the opportunity 
of a medical education, engender a notable lack of 
political support. Clearly, the review courses would have 
to be offered to U.S. nationals who attended foreign 
medical schools. Beyond that, a gradual reduction of 
total financial support for these programs to some 
optimal level, correlated with increases in the output of 
U.S. medical schools and/or a decrease in FMG influx 
would seem to be a desirable correspondingaction. 



ACCESSIBILITY OF MEDICAL CARE 



Many experts believe that the "medical manpower 
cri?>is" in the United States is as much or more due to a 
shortage of services as a shortage of physicians. They 
think that if the available physicians were better 
distributed geographically (more in rural areas) and in 
terms of specialty (more in primary care), America's 
health care needs could be met. If it is true that FMGs 
are not helping to solve the problem of maldistribution 
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of health care services, then relevant policy options 
include providing incentives for FMGs to move from 
urban to rural areas and from other specialties to 
prihary care. To direct such programs at FMGs alone, 
however, would seem politically unsound. Any loan 
forgiveness or financial incentives program for FMGs 
would have to be a part of a larger program directed at 
all medical graduates in this country. 
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Fifuncial Aid 

Special stipulations might be written into any legis- 
lation providing loans, scholarships, or other stipends to 
FMGs. For example, a provision for loan-forgiveness 
might be extended to FMGs participating in language, 
orientation, and review programs if they choose careers 
in selected specialties or in selected geographical areas. 
This may prove to be an important lever, particularly if 
some existing proposals to replace Federal formula 
grant support of training institutions and programs with 
Federally guaranteed or insured student loan programs 
are implemented. Another alternative might be to make 
the choice of selected specialties or areas a mandatory 
criterion for financial aid. This would have to be 
carefully formulated as an incentive and would have to 
be compatible with aid to U.S. students, so that it 
would not be interpreted as a means of coercing poorer 
foreign nationals into undesirable positions not filled by 
U.S. graduates. 

A study of post-World War II State-sponsored pro- 
grams for USMGs which provided loan-forgiveness for 
practice in shortage areas showed that only one (Ken- 
tucky's) actually succeeded (19). The majority of 
beneficiaries of these programs chose to buy their way 
out, while a few defaulted. The study did not indicate 
whether those who did go to shortage areas remained 
there. The implications of this for similar programs for 
FMGs should not be overlooked in any consideration of 
this alternative. 

Other economic incentives, such as higher pay and 
more fringe benefits for FMGs working in certain areas 
or specialties, might also be considered. This action 
alternative would run directly counter to those which 
are designed to reduce the incentives for FMGs to come 
to the United States, however, and cannot reasonably 
be extended only to FMGs in any case. 

Expand COTRANS 

Expansion of the Coordinated Transfer Application 
System (COTRANS) has been suggested as a means for 
increasing the numbers of U.S. araduates and thus 
increasing physician supply. Over 560 U.S. students 
from foreign schools have been placed in U.S. schools 
through COTRANS, but eligible students abroad are 
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now unable to find a vacancy in a domestic school for 
their third and fourth years. This is due in part to the 
number of transfers of students from U.S. schools (e.g., 
from other degree programs or two-year medical 
schools). Thus, the number of places open to 
COTRANS applicants are limited. Regardless of 
whether such places are expanded significantly, how- 
ever, U.S. citii^ens studying abroad would benefit from 
an expansion of the COTRANS program to include a 
centralized matching service which could provide infor- 
mation about applications, vacancies, interviews, and 
perhaps a single fee for transfer applications. Intensive 
review courses could be developed which would assist 
the U.S. student in preparing for Part I of the National 
Board Examination and facilitate his entry into the 
COTRANS program if vacancies should become avail- 
able for those students. Such a program should be 
considered only as a short-ter.n measure to facilitate the 
early return of the numbers of U.S. citizens abroad at 
present; it should not he developed as a continuing 
route which would, in fact, circumvent the admission 
criteria and basic science curricula of accredited U.S. 
schools. 

One advantage of this action alternative is that it 
provides for an increase in the output of domestic 
medical schools on the basis of a minimal investment. 
Another advantage is that transferees will in all likeli- 
hood be more easily absorbed into the American 
medical system after graduation than either U.S.-born 
FMGs or foreign-born FMGs. A major limiting factor is 
the number of transferees who can be accommodated in 
third and fourth year programs in medical schools 
without seriously overtaxing the resources primarily 
planned for the regular four-year student body. Unlike 
the teaching facilities needed for pre-clinical instruction, 
however, clinical teaching facilities in the United States 
can be expanded with relative ease through the use of 
community hospitals. Many medical schools opened 
since the late 1960s have already demonstrated this. 
Taking the first two years of medical school abroad in 
lieu of preclinical medical education in the United 
States raises serious considerations. If the Federal 
Government should support such a program > it would 
actually be an encouragement to U.S. citizens to go 
abroad for the first two years of their education to 
schools where administrative procedures and course 
content are not equivalent to those in U.S. medical 
schools. 



COST OF MEDICAL CARE 



Some of the proposed action alternatives to upgrade 
FMG skills and increase educational and professional 
requirements in certain programs would decrease the 
number of FMGs working for lower wages in situations 
which are not now attractive to USMGs. Proposed 
special training programs for FMGs would also add to 
medical education costs. It is appropriate to consider 
the possible costs involved in three potential action 
alternatives: 

1) replacing FMGs entering the graduate medical 
education process by an equivalent number of domesti- 
cally produced physicians; 

2) expanding the COTRANS program to replace a 
given annual influx of foreign-born FMGs by an 
equivalent number of U.S.-born students in foreign 
medical schools; and 

3) providing training programs for FMGs in the 
United States which consist of English language, clinical 
clerkship, and orientation to the U.S. health care system 
and culture. 

It would perhaps be equally appropriate to estimate 
the cost of replacing FMGs with psychiatric social 
workers, psychologists, or other professionals in State 
menial hospitals. There is also a need for cost-benefit 
studies and task analysis to determine the medical care 
impact and economic effects of replacing FMGs with 
physician extenders or other mid-level personnel in 
situations where this may be possible. At this time, 
however, ont/ cost estimates related to the three action 
alternatives noted above will be presented. 



Expand Domestic Output 

The first program involves a scheduled expansion of 
domestic productive capacity, the incremental rate of 
output from which is assumed to equal the decrement 
in the rate of admission of FMGs into domestic 
graduate medical education programs. It is assumed that 
this expansion of capacity will be accomplished by 
increasing the number of four-year medical schools. 

In reviewing the experience of developing med' al 
schools during the decade of the 1960s, Smythe 
suggests that the expected duration of time from initial 
authorii^ation of a new medical school to the graduation 
of the first class of physicians is nine years (20). The 
number graduated that first year averages 35 percent of 
the projected first year class size. The minimal elapsed 
time between authorization of a new school and its 



granting of the first M.D. degree is eight years, including 
four years of planning and implementation before the 
first class is enrolled. 

In projecting the possible course of events, the 
expansion of domestic capacity is assumed to conform 
to the experience of the group of institutions classified 
as developing four-year schools without major commit- 
ments to education of other health professionals and 
making little use of existing facilities (20, 21). In this 
way, projections are made on the basis of the experi- 
ence of **regular" medical schools starting essentially 
from scratch, and the analysis is confined to a sample of 
institutions having an homogeneous pattern of growth 
The experience of these institutions during their de- 
velopment was as follows. Typically, four years passed 
between authorization of the school and admission of 
the first class. The average projected first-year class size 
was 90 students. For these institutions, basic science 
facilities averaging 360,000 square feet, clinical facilities 
averaging 460,000 square feet, and 380 in patient beds 
were planned. 

Costs associated with medical school construction 
were reported to average $52 per square foot over the 
decade of the 1960s, while start-up costs averaged 
$80,000 for the first year in the type of school under 
consideration (20). Using these figures with the pattern 
discussed in the preceding paragraphs, one can project 
a capital cost of some $43 million and an accumulated 
operating expense of some $34 million before a newly 
created institution reaches its planned capacity output 
of 90 doctors per year. This rate of output can then be 
sustained for an annual operating budget of some $4 
million. All these costs are, of course, measured in 
1960-decade dollars. 



If it is desired eventually to replace a yearly influx of 
3,000 FMGs with an equivalent number of USMGs by 
expanding domestic capacity through the financing of 
new medical schools of the type discussed above, the 
construction of some 34 such institutions would be 
required. The cost of such an undertaking might be 
calculated as follows. Thirty-four medical schools at 
$43 million each in the 1960s is a total capital outlay of 
$1.46 billion 1960-decade dollars. If all these institi- 
tutions were authorized at the same time, a total of 
$1.16 billion 1960-decade dollars in operating expenses 
Would be ai:tumulatcd before the desired equilibrium 
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output of 3,000 M.D.s per year were obtained twelve 
years later. If this program were started in 1974, say, 
then a total of $2.62 billion 1%0-decade dollars would 
be spent by 1986. At the current rate of inflation, 
however, a 1960-decade dollar will be worth approxi- 
mately 1.46 1974 dollars, so that roughly $3.8 billion 
of today's dollars would be dispersed over that period 
of time. 

Such a program will result in increasing the number 
ot four-year medical schools by more than one-quarter 
of the current number. More significantly, increasing 
the number of fully activated four-year schools by 34 
between 1974 and .1986 would require that the rate of 
expansion of medical schools over the period more than 
double that of the period 1959-71, in which 16 new 
four-year institutions were authorized and admitted 
their first classes of medical students. Consequently, if 
this underlying rate of expansion is to be maintained, 
then accomplishing the objective of replacing 3,000 
FMGs per year by 1986 while maintaining the overall 
rate of growth of the number ot physicians in practice 
requires that the rate of expansion of medical schools in 
the next decade be more than triple that of the previous 
one. 

A tripling of the rate of construction of new medical 
schools might strain the system's ability to accom- 
modate an increase in the demand for the specialized 
resources involved without undesirable side effects. 
Moreover, if such a program were attempted over the 
next twelve years, it would no doubt cause a great deal 
of inflation in the labor markets for faculty and support 
personnel, with the result that the realized cost might 
be considerably more than the estimated $3.8 billion. 

Expand COTRANS 

The second program involves expanding capacity in 
the last two years of medical school - the clinical 
science-intensive programs - to accommodate an in- 
crease in admissions of COTRANS transfer students. It 
was noted earlier that at the present time many 
potential COTRANS transfers are not being accepted bv 
domestic programs because of inadequate capacity in 
the last two years. S gnificant expansion of COTRANS 
must be accompanied by expansion of both clinical 
facilities and personnel under the existing technology of 
medical education which emphasizes the use of medical 
school facilities for clinical training. 

Smythe notes an apparent shift in this trend among 
the newest medical schools, in that less emphasis is 
being placed on construction of university hospitals 
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(20) Thk could mark a new focus on a decentralized or 
modular approach to the last two years of undergrad- 
uate medical eduration, with existing community facil- 
ities being utilized more intensively. If this is the case, 
capital expenditures to expand the last two years might 
be significantly less than otherwise, with the primary 
impact being an increase in hospital and/or medical 
school operating costs. 

Several statistical analyses of hospital costs suggest 
that the impact of undergraduate medical education on 
expenses of affilii?ted hospitals is very small or zero (22, 
23). The interpr..!ation of these studies, however, is not 
that undergraduate clinical education in the hospital 
context is costless, but that typically the accounting 
expense is borne by the affiliated medical school. 
Furthermore, the fact that house staff generally bear 
the major instructional responsibilities in these settings 
suggests that some of the expenses of internship and 
residency programs in affiliated hospitals may be a joint 
cost with that of undergraduate educational activities. 

In any case, it is likely that there are enough existing 
hospitals with the requisite properties to afford a 
significant expansion of positions in the last two or 
clinical years of undergraduate medical education with 
minimal investment in new plant. These requisites are 

(1) an existing graduate medical education program and 

(2) organizational and logistical conditions amenable to 
affiliation with a medical school. Where these circum- 
stances exist, it is reasonable to assume that the desired 
expansion could be induced by offering capitation 
grants of an appropriate magnitude to selected medical 
schools. Such grants would provide an incentive to 
selected medical schools to design and implement the 
necessary administrative and instructional framework 
involving existing hospital organizations, personnel, and 
facilities in their clinical science programs and to accept 
students in addition to those from their own basic 
science programs. 

Orientation and Review Programs 

The third alternative consists of requiring FMGs, 
prior to their entering the graduate medical education 
process, to undergo English language and basic clinical 
science review as well as orientation to the social, 
cultural, and institutional setting of American medical 
education and health care delivery. Although recom- 
mended by the Panel on Foreign Medical Graduates of 
the Health Manpower Commission (2), a coordinated 
program of this type has yet to be implemented. 
Consequently, estimates of the cost can be based only 
on conjecture rather than historical experience. 



Assuming that such a program is univcrsily-bascd 
allows one to estimate its potential cost by assuming 
thiat it will be offered in the regular curriculum of the 
medical school at a fixed rate per credit-hour, and that 
it will require full-time participation of the student for a 
year*s time. If the charge f')r such tuition then is the 
same as that for regular tuition in private four-year 
medical schools, it will average some $3,000 per year 
per student. Such a fee is representative of the annual 
charge for tuition in private medical schools and thus is 
not as heavily subsidized as that in State or public 
institutions; it is not representative, however, of the full 
cost of tuition borne by the student, the institution, 
and its benefactors. 

Several different examples of such a review/ 
orientation are currently being offered. A number of 
English Language Study Summer Programs conducted 



by universities offer intensive language review. Such 
programs are generally 8 to 12 weeks in duration and 
average $400 for tuition. 

There are also at least four courses currently offered 
for ECFMG examinees. These include a ten-week course 
at the University of Miami School of Medicine, which is 
Uu^t in Spanish; a ten-week course at St. Barnabas 
Hospital in Livingston, New jersey; and a two-part 
course at French and Polyclinic Hospital in New York 
City consisting of a six-week basic science review and a 
six-week general medical revii;w. An even shorter 
(8-day) course is offered at Que ns Hospital Center in 
New York. The current cosl per student of the 
University of Miami course is $600, compared to $400 
for the French/Polyclinic general medical review, $300 
for the St. Barnabas course, and $100 for the Queens 
course. 



CONCLUSION 



The uncertainty which surrounds the role of the 
FMG in the U.S. health care system reflects in part a 
lack of consensus in the United States about health 
manpower development in general and physician edu- 
cation m particular. As long as foreign medical grad- 
uates are used to ameliorate a perceived shortage of 
medical manpower, the United States will continue to 
be dependent on an uncontrollable and unpredictable 
source of supply. Effective policies and planning for 
both the absolute number of U.S. physicians and their 
distribution, both geographically and by specialty, will 
be hampered by continued reliance on foreign re- 
sources. Hospital staffing shortages are a critical factor 
in the current situation. As long as these shortages can 
be met by the use of FMGs, there is little impetus to 
reassess the role of the physician in the hospital or to 
re-evalua*e the service and educational functions of the 
internsh p and residency. Up to now, the United States 
has a* oided many educational and health manpower 
proKems through the increasing use of foreign physi- 
cians. Continued reliance on this source of medical 
manpower tends to delay proper development of 
long-range goals, policies^ and programs for United 
States medical education capacity, and for linking these 
with goals, policies, and programs for the organization 



and financing of health care services delivery in pre- 
dictable, cost-effective ways. 



The action alternatives mentioned above are in- 
tended to suggest possible ways in which our national 
goals with regard to health care can be implemented and 
a coordinated policy for FMGs can be achieved. This 
report has not questioned the assumption that there is a 
current shortage of physicians (or perhaps more appro- 
priately of health care personnel) in the United States, 
although this assumption is open to attack. This report 
also has not questioned the assumption that fully 
licensed USMGs are a reasonable standard against which 
to assess the performance of FMGs. Both these assump- 
tions require serious consideration in any extensive 
health manpower planning efforts, as do assessments of 
the current health care needs of different types of 
Americans and the impact of advances in medical 
technology Although these considerations all lie out- 
side the scope of this report, they demonstrate the 
complexity of the FMG issue and serve to illustrate its 
involvement in the broader problems of quality, cost, 
and accessibility of health care to the citizens of the 
United States. 
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APPENDIX 




FOREIGN MEDICAL GRADUATE IMMIGRATION, 
EDUCATION, AND CAREER PATHWAYS 
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The chart designed for Appendix A depicts the 
cu*rently existing sources of information and how they 
might be tapped as a means of monitoring the passage 
of FMGs into, through, and out of the medical 
education and health care system in the United States. 
As indicated in the legend, some sources afford only 
partial coverage of the FMG population. Even data 
sources which seem to offer complete coverage may btill 
not dovetail enough to ensure that all FMGs moving 
through the system will be tracked continually. Further- 
more, they njay have data needs of their own which are 
not relevant to or compatible with the needs of other 
users. 

The flow chart has five basic paths from start to final 
exit. The "A'* path is used by those FMGs who have a 
foreign medical degree, pass the ECFMG examination, 
and obtain a limited license in the United States. The 
**B" path is taken by those FMGs who meet the first 
two requirements uf the **A** path but who do not 
obtain a license of any sort. The **C' and *'D*' paths are 
for those FMGs who receive a foreign medical degree 
but who fail or do not take the ECFMG examination. If 
at some point such an FMG obtains a limited license, he 
might move along the *'C" path; otherwise, he remains 
on the "D*' path. There is a potential connection 
between the "C" path and the *'A/B'' paths, should the 
FMG ever successfully complete the ECFMG examina- 
tion and become certified. Finally, the **E" path is 
followed primarily by those FMGs on the **A*' track 
who obtain a full and unrestricted license to practice 
medicine in the United States. 

In addition, at least two variant paths can be traced. 
These involve the special programs for U.S. citizens 
studying medicine abroad who enter either COTRANS 
or the *Tifth Pathway** prior to and instead of 
obtaining a foreign medical degree. Obviously, these 
U.S. citizens circumvent the immigration step as well as 
the ECFMG examination. 

One problem in tracking FMGs through either the 
medical education or health care system has been that 
FMGs in essence could be lost as they moved out of the 
purview of the Immigration and Naturalization Service 
(11) and into activities monitored by the Association of 



American Medical Colleges (AAMC) (1), the American 
Hospital Association (AHA) (2), the American Medical 
Association (AMA) (3), or other government agencies 
(9). This may be ameliorated somewhat by new 
regulations regarding the assignment of Social Security 
numbers to all aliens entering as or changing status to 
permanent resident. This would involve the Social 
Security Administration (Department of Health, Educa- 
tion, and Welfare) at the point of immigration (but is 
not shown at present on the diagram). 

Certain other data sources are, at this writing, only 
potential. These include professional or educational 
organizations such as the American Public Health 
Association (APHA) and the American Psychiatric 
Association (APA), the American Board of Medical 
Specialties and the individual specialty boards, the 
Institute of International Education (HE), and various 
student and FMG organizations. The other major 
potential source of data is the Federal Government 
itself, including the Bureau of the Census (Department 
of Commerce), the Internal Revenue Service (Depart- 
ment of the Treasury), the Social Security Administra- 
tion (SSA) and Health Resources Administration (De- 
partment of Health, Education, and Welfare), and the 
Department of State. International organizations such 
as the Pan American Health Organization (PAHO), 
World Health Organization (WHO), Organization for 
Economic Cooperation and Development (JECD), the 
World Federation of Associations of Medical Schools, 
and Unesro are also potential sources of information 
on such topics as enrollment in medical schools, 
migration patterns of health professionals, and utiliza- 
tion of FMG returnees to the home country. 

At the present time, data of an informal or anecdotal 
nature is available from the APA and the American 
Board of Medical Specialties. Also, UNESCO will be the 
most comprehensive source of information on U.S. 
citizens studying medicine abroad upon completion of a 
worldwide survey of medical schools in 1974, with the 
Western Hemisphere data being available through 
PAHO. Finally, WHO v/ill eventually be a primary 
source of data on the international movement of 
physicians and nurses. 
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DATA SOURCES 



Association of American Medical Colleges (AAMC) 
American Hospital Association (AHA) 
American Medical Association (AMA) 
American Board of Medical Specialties, and the 
individual specialty boards 
(5) Federation of State Medical Boards, and the indi- 
vidual State licensing boards 

S Commission on Foreign Medical Graduates (CFMG) 
Educational Council on Foreign Medical Graduates 
(ECFMG) 



(s) United Nations Educational, Scientific, and Cul- 
tural Organization (Unesco.) 

(9) Federal or other government agencies not otherwise 
listed 

Department of Labor 

Immigration and Naturalization Service, Depart- 
ment of justice 

Partial coverage 

Complete Coverage Q 



ACTIVITIES 



Pjtient 
Care 




Other Health 
Activity 



Approved 
Training 



Other Hospital 
Training 



Non*Hospital 
Training 



No Health 
Acti\ ly 



COTf ANS 



I Fifth Pathway j 



All activities o*^ physicians involving direct patient care. 

Activities not Involving direct patient care but requiring a 
medical degree. For example: administration, teaching, re- 
search, physicians with insurance carriers, pharmaceutical com- 
panies, corporations, voluntary organizations, medical societies, 
associations* etc. 

Employment in the health field not requiring a medical degree: 
laboratory technicians, physician assistants, technologists, etc. 

Internships and residencies approved by the American Medical 
Association 

Non-AMA-approvcd internships and residencies, externfhips, 
fellowships, hospital-based research, and other training pro- 
grams 

Research training in institutes, public or private organizations, 
laboratories, educational and other norvhospital settings 

Employment or non^employment activity for which no medical 
degree or health related experience is necessary 

Coordinated Transfer Application System enabling U.S. -..iizens 
in foreign medical schools to transfer with advanced standing to 
an American medical school 

One year ot approved clinical training in the United States to be 
substituted for internship/social service requirement of some 
foreign medical degrees 
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NOTE: A full license is 
granted by reciprocity 
and endorsement for 
FMGs in some States. 
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EXTERNALITY AND THE FMG ISSUE 



The purpose of this briet note is to suggest a 
framework for addressing the various issues surrounding 
foreign medical graduates, especially those issues involv- 
ing questions about the proper role of the various levels 
of government in dealing with particular problems. The 
approach is based on the concept of externality. 
Exiemalities, or "neighborhood effects" as they are 
sometimes called, are said to be present when individual 
decision-making has extra-individual effects. The con- 
<«equence of externality is that individual decisions, 
when viewed from some collective or social p*" rettive, 
result in ineffkient use of resources. In other words, the 
presence of externality characterizes a situation in 
which individual optimizing does not result in global or 
system-wide optimality because the interdependence of 
individual behavior is not taken into ccount in indi- 
vidual decision processes. To deal with the perverse 
consequences of externality, decisions must somehow 
be coordinated at the system-wide level. 

In the present context, the individual decision- 
makers are the States which have control over the 
composition and magnitude of resources devoted to 
support of undergraduate medical education. In the 
context of a Federal system, the States generally 
determine the ra^ts of output of physicians by virtue of 
their having regulatory and budgetary control over 
much of higher education. The global or system-wide 
perspective is that of the Federal Government which is 
concerned with the aggregate rate of output of physi- 
cians and also, perhaps, with their spatial distribution. 
In this context, externalities arise by virtue of the 
interstate migration of physicians between the under- 
graduate and graduate phases of their medical educa- 
tion. Because of this migration, many States are net 
exporters of physicians but are not compensated by 
importer States for the costs of producing physicians 
from which they realize no benefits. The absence of a 
market in which individual States are forced to confront 
the costs and benefits associated with the interstate 
flows of undergraduate doctors implies that their 
separate decisions will generate a different solution for 
the domestic production of physicians than would arise 
it these decisions were coordinated in such a way that 
the costs and benefits were reflected in the State's 
decisions re^rding support of undergraduate medical 
education. 
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The effect of externality on the total domestic 
production of physicians can be deduced in a straight- 
forward way if one assumes that, in allocating their 
budgets toward the alternative modes of public expendi- 
tures, each State achieves a rate of undergraduate 
medical education at which the marginal cost equals the 
perceived marginal benefit. That is, each State allocates 
funds to undergraduate medical education until the 
incremental cost of another doctor equals the incre- 
mental benefit which the State's inhabitants would gain 
from that doctor. Under these conditions. States which 
experience a net outflow of undergraduate doctors 
perceive their production of physicians being subjected 
to a tax which has the effect of reducing the benefit 
expected to accrue to the States' inhabitants from each 
physician produced. Compared to a State which realizes 
net migration of zero. States which are net exporters of 
undergraduate doctors to other States perceive lower 
marginal benefits relative to the marginal costs of 
production, with the result that they will produce fewer 
physicians. In other words, because such a tax on their 
output lowers the net marginal benefit derived from 
producing physicians. States which are net exporters 
will produce fewer than otherwise. 

States which are net importers of undergraduate 
doctors are affected favorably by the interstate migra- 
tion of physicians; in their case, the impact of ex- 
ternality is viewed as that of a lump-sum subsidy, or a 
**grant" from the net exporter States of the federation. 
The effect of such subsidies on decisions of net 
importer States will depend on the rates of change of 
the marginal benefits as they consider the production of 
more undergraduate doctors. If the marginal benefits 
are constant, i.e., if each additional physician is as- 
sociated with same addition to the total benefit as from 
the preceding one, then it can be seen that the solution 
for the output of physicians is not distributed by a 
lump-sum subsidy. If, on the other hand, marginal 
benefits decline with the addition of physicians such 
that incremental additions from the State's own educa- 
tional sector add less to the total benefit than those 
obtained in "grants" from other States, then one can 
see that the conditions for optimal output will be 
satisfied with a lesser magnitude of a State's own 
production than otherwise. 
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From the preceding, it is clear that net exporter 
States unambiguously produce fewer physicians than 
otherwise, while net importer States do not produce 
more. In general, then, one can conclude that the ag- 
gregate or total domestic output of physicians 'sdimi* 
nished in the presence of the type of externality undof 
discussion. Empirically, there is much anecdotal evi- 
dence supporting the hypothesis that the free interstate 
migration of undergraduate doctors does in fact have a 
negative effect on the capacity-determination decisions 
of exporter States. There are concrete signs, however, 
that cun-ent capacity, relative to the demand for 
education, is generally insufficient. That is, given 
current prices for the services of physicians and the 
current costs of becoming a practicing physician, there 
Is excess domestic demand for undergraduate medical 
education. This is manifested by the current excess of 
qualified applicants over matriculants in medical 
schciols, and the consumption of undergraduate medical 
education abroad by U.S. citizens. Thus, the States 
which claifT. the responsibility for determining the 
^pply of education under the Federal system have 
created - in their failure to respond to the obvious 
indications of excess demand a bottleneck in the first 
phase of the process through which individuals pass to 
become practicing physicians. 

In other words, the problem of the shortage of 
undergraduate medical education capacity can be traced 
to an inappropriate supply ro^ponse on the part of the 
States. It is inappropriate, nowe c . fjftly from a more 
general perspective, and not from the pfjrspective of an 
individual State. Just as an indivirlual whose actions 
generate extra-individual consequences can regard his 
behavior as appropriate from his own viewpoint, so can 
the States appropriately disiegard the consequences of 
their own dc-iisions for other States, even though a 
community of interest in coordinated decision-making 
may exist. This community of interest, however, ius- 
tifies coordination of decision-making at a higher level 
of organization - just as it does at the State level for 
decisions respecting the supply of education for its 
individual citizens. This is where the Federal Govern- 
ment comes in. The rationale for Federal pursuit of a 
physician policy is the same as that for the States 
assuming responsibility for functions which local mar- 
kets perform inadequately. 

It is, therefore, at the Federal level of decision that 
the shortage of undergraduate medical eductional ca- 
pacity is an issue in which foreign medical graduates are 
involved. The influx of FMGs into the physician 
training process serves to augment the diminished rate 
of passagv '^f domestic undergraduate doctors to grad- 



uate education resulting from the bottlenecks at the 
State level. Evidently, the problem is: should the issue 
of the undergraduate doctor shortage continue to be 
resolved in favor of FMGs, or should it be resolved by 
Federal intervention to eliminate the bottlenecks in 
undergraduate medical education at the State level? 

Consideration of FMGs as a potential solution to 
this problem introduces two additional issues which 
may or may not be relevant at the Federal level of 
decision. These are the "brain drain" and **quality of 
care" issues. We must ask, therefore, for what reasons 
and to what extent are these issues also relevant at the 
Federal level? 

In terms of the decision processes involved, there are 
potentially three levels or strata of concern in the 
overall problem. First, there are the decision processes 
of the individual States which determine their invest- 
ments in undergraduate physician education. Second, 
there is the perspective of the Federal Government 
which views the results of the decisions made at the 
State level and the flows of physician manpower among 
the States. Third, perhaps, is the perspective of the 
world, from which one can view the decisions made by 
the nations of the world and the flows of physician 
manpower among them. F rom this frame of reference, 
one can draw several analogies: 

I A State's (e.g., California's) view of itself as a net 
importer of undergraduate physicians from other States 
is analogous to the United States* view of itself as a net 
importer of undergraduate physicans from other coun- 
tries. Both situations are characterized by shortages 
supplemented by importation. 

2. A possible world view of the United States as a net 
importer of physicians from other countries is anal- 
ogous to the United States, view of California as a net 
importer of physicians from other States. Both cases are 
characterized by inappropriate internal prices leading to 
non-optimal internal production and importation levels. 

3. A possible world view of itself is analogous to the 
U.S. view of itself: this case is characterizes by 
significant externalities reflected in inappropria?^ ates 
of exchange between individual decision-making com- 
ponents. 

In general, therefore, the **brain drain*' phenomenon 
can be seen to exist at the interstate as well as at the 
international level. But while it is clearly within the 
appropriate realm of Federal Concern at the interstate 
level, whether or not its international manifestations 
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should concern the United States is subject to our own 
discretion; in the absence of an international federation 
or agreement, there is no compulsion except our own 
self-interest to consider in formulating explicit policy 
with respect to FMGs. ^ 

Consider now the problem of centralized price 
control as a means of ••internalizing" the externalities 
that exist between independent decision*making units. 
According to the analogies drawn above, the world 
problem of price determination would be identical to 
that of the Federal problem of determining the appro- 
priate rates of exchange between the States; and the 
Federal problem of determining the appropriate im- 
portation of FMGs becomes identical to that of 
California in making decisions in the context of a 
Federal system. While there is a price paid for each 
FMG we import, its magnitude eludes us because there 
is no explicit world mechanism or fully coordinated 
Federal information system which maps from its multi- 
dimensional domain of definition onto the real line 
where we can observe it. The Federal role with respect 
to the States in this regard is to install a mechanism 
which makes the total cost of importing both USMGs 
and FMGs a direct function of the quantities imported 
by each State. From the perspective that views the 
hierarchichal State-Federal decision system as appro- 
priate, implementation of such a mechanism is a 
sufficient policy response to the dual FMG - under- 
graduate M.D. shortage issue. The States are then 
confronted with the socially correct prices and are left 
free to determine their own physician education policies 
to satisfy the collective demands of their respective 
citizens. 



Likewise, the same perspective would disallow 
"quality of care" in relation to FMGs as an appropriate 
issue for Federal concern as long as regulation or 
control of quality is reserved for the States under the 
Federal system. If, however, external effects are as- 
sociated with the States' adopting heterogenous quality 
standards, justification for Federal intervention is evi- 
dent. Whether or not such externalities are present can 
be determined independent of the FMG issue. The 
existence of differential standards respecting quality of 
care between States might lead to externalities in at 
least the following ways. First, there is the contagious 
disease problem wherein it is clear that the actions 
taken by one State will have consequences for the 
inhabitants of neighboring States. The significance of 
this problem with regard to FMGs is not clear, however. 
Second, there may be situations where substandard 
medical care in one State will result in other St*i*es 



bearing the burden if residents of the former become 
welfare recipients in the lalter as a direct consequence 
of their receiving improper or inadequate treatment, 
becoming disabled, and migrating to States with higher 
welfare payments. 

In addition to thj externality argument, an argu- 
ment for uniform standards of care might be put forward 
on the grounds that the States are no longer the 
appropriate unit for setting standlards of this type. 
Essentially, the economic value of standards can be 
assessed as the reduction in decision rests that are 
afforded to consumers who would otherwise have to 
resolve a great deal of uncertainty about the nature of 
or consequences of consuming goods and services before 
making a choice. This economic value of standards to 
the general population is inversely related to the rate of 
mobility of the population between States when all the 
States have different standards expressed in different 
terms. As the population becomes more mobile, it is 
crnceivable that a point would be reached where the 
benefit of establishing uniform standards would out- 
weigh the costs associated with removing freedom 
to set sundards from the discretion of the States. 

In general, however, a Federal mechanism designed 
to eliminate the inefficiency or externalities associated 
with the interstate "brain drain" would also tend to be 
ameliorative with regard to the FMG problem. Under 
such a mechanism, the price of importing FMGs would 
have to be set by tiie Federal authorities at some level 
greater than it is now, which is approximately zero. This 
would, therefore, raise the price of FMGs relative to 
domestic medical graduates, and would tend to have 
two effects. First, the States would tend to respond by 
increasing domestic production and reducing importa- 
tion of FMGs. Second, the reduction of importation 
would undoubtedly be at the expense of the less-well 
prepared FMG'i, resulting in an increase in the average 
level of "quality" of FMGs admitted into the domestic 
graduate medical education process. 



The above few paragraphs focused on centralized 
pritti'Setting as a means of dealing with the problem of 
f\ii;tnality between individual decision-making entities. 
By such a method, which could be physically imposed 
as a system of tariffs, a centralized authority extracts 
from the net importer or externally affected States 
compensation on behalf uf exporter States which are 
unwilling or unable to assert property rights in the 
intellectual capital of individuals toward whose educa- 
tion they have contributed resources. It is clear, 
however, that resort to a central authority to establish 
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property rights is unnecessary if exporter States either 
unilaterally or in coalitions assert property rights in 
emigrating physicians. Within the United States, the 
mechanism to be employed - either an interstate tariff 
system administered by the Federal Government or 
contractual agreements between States and medical 
students is subject to choice. On the other hand, il 
the United States adopts a policy - implicitly or 



explicitly - of relying on importation of FMGs as a 
cure for its physician production problems, then other 
countries may begin to assert property rights in the 
physicians which they produce, with perverse con- 
sequences for domestic expectations. Inquiry into the 
probability of such retaliation is beyond the scope of 
this note. 



ERIC 90 



Appendix T^ble 1 

FOREIGN PHYSICIANS AND SURGEONS ADMITTED AS IMMIGRANTS, BY REGION AND COUNTRY 

OF LAST PERMANENT RESIDENCE: 
1966, 1969. and 1972 



Fiscal year 

Region 



and country of 
last permanent residence 


1966 


1969 


1972 




2,552 


2,756 


7,143 


Europe 


667 


579 


911 


Austria 


16 


49 


15 


Belgium 


17 


6 


14 


Czechoslovakia 


5 


10 


24 


Germany 


81 


52 


72 


Greece 


38 


36 


64 


Ireland 


22 


18 


26 


Italy 


•U 


51 


32 


roiand 


22 


21 


25 


Spain 


53 


51 


58 


Sweden 


20 


8 


17 


Switzerland 


27 


12 


25 


Turkey 


57 


42 


50 


United Kingdom .... 


187 


140 


364 


Yugoslavia 


12 


36 


33 


Other 


67 


47 


92 


Americas 


1,210 


.^87 


959 


Argentina 


1 15 


42 


45 


Bolivia 


19 


13 


23 


Brazil 


^3 


7 


12 


Canada 


3s: 


236 


439 


Chilr 


1 1 


fi 

o 


1 


Colombia 


An 


*t / 




Cuba 


1 

1 *l u 


J** 


3D 


Dominican Republic . . . 




21 


ACi 
**U 


Ecuador 








Gu^tcm^l^ 

MCilVIIICiICi • • i « i « 0 


o 


Q 
O 


1 1 
1 J 


Haiti 






A. 1 


Jamaica 


1 ^ 
1 D 


1 A 


1 fi 


Peru 




1 A 


ib 


Other 




D / 


1 39 


Asia 


588 


1.435 


4,996 


Burma 


5 


24 


28 


China (Mainland) .... 


5 


13 


68 


Hong Kong 


26 


39 


45 


India 


40 


129 


1,513 


Indonesia 


— 


28 


27 


Iran 


78 


99 


459 


Iraq 


5 


3 


33 


Israel 


31 


30 


62 


japan 


31 


28 


61 


Korea 


35 


128 


768 


Lebanon 


14 


30 


53 


Pakistan 


11 


22 


201 


Philippines 


259 


785 


782 


Syria 


9 


8 


19 


Thailand 


n 


12 


268 


Taiwan 


11 


27 


470 


Other 


17 


30 


139 



Appendix Table 1 
(Continued) 



Fiscal year 

Region , ^ 

and country of 

last permanent residence 1966 1969 1972 



Africa 60 137 222 

Egypt 23 96 63 

Kfnya 1 6 13 

Libv^i 1 3 18 

Nigeria 2 2 .21 

South Africa 15 8 36 

Tanzania 2 19 

Uganda - - 24 

Other 18 20 28 

Oceania 24 18 55 

Australia 21 14 43 

New Zealand 2 4 12 

Other 1 

Unknown 3 0 0 



Source: Scientists, Engineers^ and Physiciam from Abfoad^ 
FY 1966 and 1967. NSF 69-10. p. 12. Washington: Govern- 
ment Printing Office, 1 969; Annual Indicator of Immigration to 
the United States of Aliens in Professional and Related 
Occupations, Fiscal Year 1969, Washington, D.C., Department 
of Justice. June 1970; National Science Foundation. 1972 
Immigration Tables Dl and D2. 



Appendix Table 2 

FOREIGN PHYSICIANS AND SURGEONS ADMITTED AS IMMIGRANTS BY REGION AND COUNTRY 
OF BIRTH AND REGION AND COUNTRY OF LAST PERMANENT RESIDENCE; 

1972 



Country of Same country 

Region Country last of birth and last 

and of permanent permanent 

country birth residence residence 



Grand total 



. . 7J43 



7,143 



Europe 654 911 

Austria 6 15 

Belgium 14 14 

Czechoslovakia ... 34 24 

France 9 22 

Germany 54 72 

Gieece 76 64 

Ireland 19 26 

Italy 27 32 

Netherlands .... 7 11 

Poland 46 25 

Portugal 13 13 

Romania 47 19 

Spain 47 58 

Sweden 10 17 

Switzerland .... 8 25 

Turkey 51 50 

United Kingdom . . 77 364 

Yugoslavia .... 46 33 

Other 63 27 

Americas 626 959 

Argentina 48 45 

Bolivia 24 23 

Brazil 12 12 

Canada 103 439 

Chile n 13 

Colombia 80 82 

Cuba 73 55 

Dominican Republic . 39 40 

Ecuador 25 23 

Guatemala .... 11 13 

Haiti 28 21 

Jamaica 5 18 

Mexico 53 54 

Peru 40 36 

Other 74 85 



5,603 



436 
3 
11 
22 
5 
44 
60 
17 
18 
4 
23 
10 
19 
38 
9 
7 
43 
50 
32 
21 

550 
39 
20 
12 

100 
10 
72 
54 
39 
22 
11 
20 
5 
53 
34 
59 



Region 
and 

country 



Country 
of 

birth 



Country of 

last 
permanent 
residence 



Asia 5.558 

Burma 45 

Ceylon 53 

Chma(Mainland) . . 274 

Hong Kong .... 16 

India 1,802 

Indonesia 47 

Iran : 485 

Iraq 54 

Israel 38 

Japan 76 

Jordan 16 

Korea 810 

Lebanon 28 

Malaysia 21 

Pakistan ..... 260 

Philippines .... 831 

Saudi Arabia .... 0 

Syria 29 

Thailand 275 

Taiwan 333 

Other 65 



Africa 
Egypt 
Kenya 
Libya 
Nigeria 
South Africa 
Tanzania 
U gan da 
Other . . 

Oceania 
Australia 
New Zealand 



259 
115 
20 
1 

24 
42 
21 
10 
26 

46 
36 
10 



4,996 
28 
46 
68 
45 
1,513 
27 
459 
33 
62 
61 
14 
768 
53 
14 
201 
782 
21 
19 
268 
470 
44 

222 
63 
13 
18 
21 
36 
19 
24 
28 

55 
43 
12 



Same country 
of birth and last 
permanent 
residence 



4,434 
25 
43 
60 
6 

1.410 
25 
455 
31 
?7 
45 

749 
25 
8 

130 
770 
0 

16 
265 
315 

23 



146 
57 
9 
0 
16 
32 
14 
4 

14 



37 
29 
8 



Source National Science Foundation, 1972 Immigration Tables Dl and D2. 
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Appendix Table 3 

FOREIGN PHYSICIANS AND SURGEONS ADMITTED AS NONIMMIGRANTS ^ BY REGION 
AND COUNTRY OF BIRTH AND REGION AND COUNTRY OF LAST PERMANENT RESIDENCE; 

1972 



Country of Same country 

Region Country of last of birth and last 

and birth permanent permanent 

country residence residence 



Grand total 



4.273 



4,273 



Europe 1.046 

Austria 43 

Belgium 21 

Czechosio«iiiMa ... 12 

France HO 

Germany ^56 

Greece 44 

Ireland 7^ 

Italy 66 

Ncthcr!and«^ .... 22 

Poland 21 

Portugal . . S 

Romania 17 

Spain 63 

Sweden ...... 35 

Switzerland .... 41 

Turkey 20 

United Kingdom . . 193 

Yugoslavia .... 38 

Other 60 

Americas 1,011 

Argentina 106 

Bolivia ^ 

Brazil 72 

Canada 181 

Chile 43 

Colombia 63 

Cuba 2 

Dominican Republic 42 

Ecuador 13 

Guatemala .... 19 

Haiti 3 

Jamaica 17 

Mexico 167 

Peru 89 

Other 189 



1.039 
39 
22 
2 

115 
162 
43 
79 
63 
25 
16 
6 
11 
61 
37 
45 
20 
209 
34 
50 

1.078 
110 
5 
73 
243 
42 
64 
0 
42 
1 1 
18 
1 

19 
171 

89 
190 



3.925 



935 
38 
19 
2 

107 
150 
43 
72 
61 
19 
15 
6 
11 
59 
34 
40 
20 
166 
34 
39 

979 
103 
5 
71 
177 
41 
62 
0 
42 
11 
18 
1 

15 
167 

89 
177 



Region 
and 

country 



Country 
of 

birth 



Country of 

last 
permanent 
residence 



Same country 
of birth and last 
permanent 
residence 



1 Exchange visitors and other temporary workers. 
Source: Immigration and Naturalization Service 



Asia 1,976 1.936 

Burma 3 2 

Ceylon 75 74 

China (Mainland) . . 50 23 

Hong Kong .... 19 26 

India 640 620 

Indonesia 24 20 

Iran 174 175 

Iraq 15 14 

Israel 33 49 

Japan 197 199 

Jordan 11 17 

Korea 46 43 

Lebanon 35 43 

Malaysia 15 15 

Pakistan 106 110 

Philippines .... 248 233 

Saudi Arabia .... 1 2 

Syria 43 38 

Taiwan 78 87 

Thailand 105 106 

Other 58 36 

Unknown - 4 

Africa 169 143 

Egypt(UAR) ... 16 12 

Kenya 9 6 

Libya 2 2 

Nigeria 47 44 

South Africa .... 36 33 

Tanzania 10 11 

Uganda 7 6 

Other 42 30 

Oceania 71 77 

Australia 52 61 

New Zealand ... 16 13 

Other 3 3 



1.807 
2 
73 
20 
12 
605 
20 
171 
11 
21 
194 
8 
43 
33 
14 
89 
233 
1 

35 
75 
105 
32 



138 
12 
5 
1 

44 
32 
9 
5 
30 

66 
50 
13 
3 



National Science Foundation DataTap«:. 1972. 
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Appendix Table 4 

FORLIGN MEDICAL GRADUATES ' IN THE UNITED STATES, BY SPECIALTY AND 
MAJOR PROFESSIONAL ACTIVITY: 
1970 



Major professional activity 



Specialty 


Hospital-based 


Otficc-based 


Other 




distributic 




practice 


practice 


activity 


Total 


ot total 


All specialties . . . 


28,423 


24,490 


6,768 


59,681 ' 


100.0 


General praclice . . . 


1 ,489 


5,861 


162 


7,512 


12.6 




37 


144 


46 


227 


.4 


Cardiovascular disease 


528 


476 


346 


1,350 


2.3 


Dermatology 


1 1 ^ 
1 1 3 


309 


49 


471 


.8 


Gastroenterology . . . 


1 80 


1 26 


125 


431 


.8 


Internal medicine . . . 


3,576 


2,699 


619 


6,894 


11.6 




1 on ^ 

1 ,893 


1 ,439 


455 


3,787 . 


6.4 


Pediatric allergy . . . 


11 


42 


15 


84 


.1 


Pediatric cardiology . . 


79 


40 


61 


180 


.3 


Pulmonary disease . . 


36 1 


164 


139 


664 


1.1 


General surgery .... 


3,454 


2,013 


281 


3,748 


9.6 


Neurological sur<'*:ry . . 


208 


237 


44 


489 


.8 


Obstetrics and gynecology 


1,490 


1,673 


240 


3,403 


5.7 


Ophthalmology .... 


230 


693 


97 


1 ,020 


1.7 


Orthopedic surgery . . 


418 


618 


51 


1,087 


1.8 


Otolaryngology .... 


222 


489 


58 


769 


1.3 


Plastic surgery .... 


'02 


131 


14 


247 


.4 


Colon and rectal surgery 


21 


60 


3 


84 


.1 


Thoracic surgery . . . 


181 ' 


176 


35 


392 


.7 


Urology 


33V 


461 


47 


845 


1.4 


Aviation medicine . . . 


13 


14 


19 


46 


^ 3 


Anesthesiology .... 


1,387 


1,902 


276 


3,565 


6.0 


Child psychiatry . . . 


219 


194 


87 


500 


.8 


diagnostic roentgenoij^/ 


194 


140 


34 


368 


.6 


Forensic pathology . . 


8 


14 


25 


47 


3 


Neurology 


351 


193 


169 


713 


1.2 


Occupational medicine . 


10 


185 


64 


259 


.4 




3,020 


1,875 


693 


5,588 


9.4 


Pathology 


2,076 


581 


722 


3,379 


5.7 


General preventive medicine 


17 


34 


56 


107 


.2 


Physical medicine and 












rehabilitation . . . 


375 


115 


38 


528 


.9 


Public health 


28 


92 


205 


325 


.5 




887 


553 


137 


1,582 


2.7 


Therapeutic radiology 


118 


95 


15 


228 


.4 


Other 


1,118 


426 


1,162 


2,706 


4.5 


Unspecified 


3,656 


221 


179 


4,056 


6.8 



Including Canadians 

2 

Excludes 2,576 inactive and not classified and 1,134 v^ith address unknown. 
^ Less than 0.1 percent. 

Source: Haug, J. and Martin, B., Foreign Medical Graduates in the United States, 1970, 
Chicago: American Medical Association, 1971. 



Appendix Table 5 

PROPORTION OF FOREIGN MEDICAL GRADUATES IN EACH LOCATION OF THE UNITED STATES, 

BY MAJOR PROFESSIONAL ACTIVITY: 
1970 



Percent by major professional activity 



Number of Full* 

foreign Office* Interns time 

Location med cal based and hospital Other 

graduates practice residents practice activity Inactive 



Total 55.759 ^ 

Alabama 147 

Alaska 17 

Arizona 282 

Arkansas 25 

California 2,961 

Colorado 258 

Connecticut 1,261 

Delaware 216 

District of Columbia . . 774 

Florida 1,766 

Georgia 434 

Hawaii 202 

Idaho 11 

Illinois 4,526 

liiciriu 4 71 

Iowa 317 

Kansas 295 

Kentucky 340 

Louisiana 258 

Maine 173 

Maryland 2,243 

Massachusetts 1,958 

Michigan 2,369 

Minnesota 643 

Mississippi 67 

Missouri 978 

Montana 30 

Nebraska 70 

Nevada 14 

New Hampshire .... 142 

New Jersey 3,213 

New Mexico 127 

New York 15,869 

North Carolina 310 

North Dakota 90 

Ohio 3,498 

Oklahoma 105 

Oregon 141 



38 


30 


19 


11 


3 


27 


23 


29 


1 6 


«/ 


76 




24 






35 


38 


17 


5 


5 


12 


52 


32 


4 




55 


10 


12 


15 


9 


27 


22 


21 


25 


6 


39 


36 


13 


9 


3 


37 


26 


29 


6 


2 


22 


42 


18 


17 


1 


40 


22 


20 


9 


10 










1 


53 


24 


8 


9 


5 


45 




45 




9 






1 C 


fi 
o 


a 


58 


15 


16 


9 


2 


37 


34 


13 


13 


3 


21 


33 


27 


17 


2 


24 


25 


34 


16 


2 


9 


41 


27 


21 


2 


65 


2 


21 


9 


3 


30 


31 


21 


16 


2 


21 


37 


20 


20 


2 


32 


44 


16 


7 


2 


29 


38 


14 


16 


2 


31 


19 


24 


19 


6 


23 


39 


21 


15 


2 


57 


7 


27 


10 




21 


26 


26 


24 


3 


38 


14 


29 


14 


7 


68 


6 


15 


8 


4 


40 


31 


20 


6 


3 


42 


20 


21 


12 


6 


38 


30 


19 


9 


3 


22 


25 


25 


25 


4 


67 


6 


21 


6 


1 


38 


37 


16 


8 


2 


18 


18 


34 


27 


3 


37 


27 


16 


18 


3 



Appendix Table 5 
(Continued) 



Percent by major professional activity 



Number of Full- 
foreign Office* Interns time 



Location 


medical 
graduates 


based 
practice 


and 
residents 


hospital 
practice 


Other 
activity 


Inactiv 




2,693 


28 


41 


17 


1 2 


I 




491 


44 


24 


22 


7 


2 




97 


16 


24 


40 


12 


7 


South Dakota . . . 


70 


70 


3 


21 


4 


1 




306 


21 


36 


25 


17 


2 




1,539 


46 


26 


14 


1 1 


'I 
I 




43 


2 


37 


16 


37 


1 




. . 71 


49 


17 


20 


1 1 


4 1 

• 3 




894 


47 


21 


20 


9 


3 


WashiniFtnn 


427 


55 


12 


13 


14 


6 




462 


45 


18 


27 


7 


2 




639 


42 


25 


18 


12 


3 




13 


77 


8 


15 








21 


5 


33 


48 


14 






1,311 


48 


12 


31 


7 


1 




53 


36 




53 


8 


4 




28 


50 




46 




4 



^ Excluding Canadians, 276 not classified, 204 with ApO-FPO address, and 978 v^^lth 
address unknown. 

Note: Percents may not add to 100 because of rounding. 

Source: HauK, ). and Martin. B., Foreign Medical Graduates in the United States, 1970, 
Chicago: American Medical Association, 1971. 



Appendix Table 6 

NUMBtR OF RESIDENTS IN AFFILIATED AND NONAFFILIATED HOSPITALS IN THE 
UNITED STATES, BY SPECIALTY AND COUNTRY OF GRADUATION: 

1972 



U.S. and Foreign graduates as 
Total Canadian medical percent of 
Specialty residents graduates graduates total resid<^nts 



Total 44.858 30,418 14.440 32 





40,922 


2o,720 








1,867 


806 


1 t\C 1 

1 .Ubl 


3 / 




419 


313 


106 


TC 


Colon and rectal surgery . . 


11 


4 


7 


64 


Diagnostic radiology .... 


1,631 


1,469 


162 


1 0 




635 


577 


58 


9 




855 


774 


81 


9 




113 


35 


78 


69 


General surgp'y 


6,105 


4.033 


2,072 


34 




7,688 


5,168 


2.520 


33 


Neurological surgery . . . . 


600 


484 


116 


19 




929 


687 


242 


26 


Obstetrics and gynecology 


2,730 


1.753 


977 


36 


Onht hAlmftln0\/ 


1,342 


1.242 


100 


7 


Orthopedic surgery . . . . 


2,030 


1,818 


212 


10 




946 


785 


161 


17 




2,329 


1,081 


1,248 


54 


Pathology-forensic . . . . 


6 


5 


1 


1 7 


Pathology*neuropathology 


52 


37 


15 


29 




3,050 


1.974 


1 ,076 


35 




109 


84 


25 


23 


Pediatric cardiology . . . . 


147 


90 


57 


39 


Physical medicine and 












342 


131 


21 1 


62 




288 


221 


67 


23 




3.441 


2,732 


709 






1,704 


1 ICO 

1 ,238 


446 




Therapeutic radiology . . . 


264 


173 


91 


lit 
34 


Thoracic surgery 


273 


178 


95 


35 




1,016 


808 


208 


JO 


Nonaffiliated hospitals . . . 


3.936 


1,698 


2,238 


57 




87 


11 








91 


61 


30 


33 


Colon and rectal surgery 


9 


3 


6 


67 


Diagnostic radiology . . . 


50 


40 


10 


20 




15 


15 


0 






186 


145 


41 


22 


General practice .... 


158 


21 


137 


87 




735 


226 


509 


69 




609 


241 


368 


60 


Neurological surgery . . . 


9 


4 


S 


56 




13 


3 


10 


77 


Obstetrics and Gynecolo&y 


276 


84 


192 


70 




130 


110 


20 


IS 


Orthopedic surgery . . 


180 


152 


28 


16 




27 


24 


3 


11 




231 


47 


184 


80 


Pathologyforensic . . . 


21 


13 


8 


38 
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Appendix Table 6 
(Continued) 



Foreign medical 
U.S. and Foreign graduates as 
Total Canadian medical percent of 
Specialty residents graduates graduates total residents 



Pathology*neuropathologv 


4 


4 


0 






!88 


70 


118 


63 




2 


2 


0 




Physical medicine and 












2 


2 


0 






24 


17 


7 


29 




690 


274 


416 


60 




102 


58 


44 


43 


Therapeutic radiology . . . 


23 


18 


5 


22 




12 


5 


7 


58 




62 


37 


25 


40 



Source: Graduate Medical tducation, lournal of the American Medical Association 
226:929, 1973. 
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Appendix Table 7 

RESIDENTS IN HOSPITALS BY GEOGRAPHIC DIVISION AND STATE OF PRACTICE AND COUNTRY OF GRADUATION: 

1972 



Foreign medical 
U.S. and Foreign graduates as 
Geographic division Total Canadian medical percent of 

and State residents graduates graduates total residents 





44.858 


30,418 


14.440 


32 








1 ,145 






87Q 


479 


400 


46 




•to 


44 


4 




\A ic<: i/*KiicAttc 








J* 


New Hampshire • . • . 




87 
o / 


1 '\ 
1 J 






178 


82 


96 


54 




109 


101 


8 


7 




1 1 flfli 


0,U47 


< flic 


47 




oil 


201 


til 


ffl 

to 




fi Ail C 


j,oo4 


A ini 


< 9 




2,0^5 


1 n a 1 






East North Central • . . 


^ oil c 


4,J 


1 ACI 


Al 




2.529 


1.187 


1,342 


S3 




476 


401 


75 


16 




1 QA C 


1 noi 


oj4 


AA 






1 in 


1 n'^c 
1 ,U*J 


44 






< 1 £ 


1 til 


94 


west iNonn uenirai . • 




A.J7*f 


787 
/o / 






If^ 1 


inQ 


79 


1Q 

1 7 






X / 1 


71 


91 


Minnesota .... 






1 Q8 


1 0 




1 1 QQ 


7flQ 


A1 0 


14 




2i6 


206 


30 


12 




1 


1 


0 






K 
o 


A 
f 


A 
f 






• 0, 1 o*t 


*T,UUU 


1 ^8d 

1 ,JO*T 










"tQ 




Disirkt of Columbia . 


1.226 


907 


319 


26 


Florldi 


1.114 


821 


293 


26 




• J / *t 


dQ^ 


7Q 

/ 7 


14 




1 1 7'* 


A 8a 


487 

*tO / 


42 


North Carolina . . . 


, / J / 


Ooj 


79 


1 n 


South Carolina . . . 




445 


Ar\ 


14 
1 4 




Rid 


0*tO 


100 


20 


West Virginia .... 


178 


89 


89 


so 


East South Central . . . 


1.680 


1.408 


272 


16 




377 


331 


46 


12 




356 


265 


91 


26 




179 


168 


11 


6 




768 


644 


124 


16 


West South Central . . 


3.015 


2.500 


515 


17 




182 


176 


6 


3 




694 


579 


115 


17 




270 


228 


42 


16 




1.869 


1.517 


352 


19 



(Continued) 
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Appendix Table 7 
(Continued) 



Foreign medical 
U.S. and Foreign graduates is 
Geographic division Total Canadian medical percent of 

and State residents graduates graduates total residents 



Mountain 1,338 

Arizona 224 

Colorado 685 

Nevada 1 

New Mexico 175 

Utah 253 

Pacific 5,739 

Alaska ^ 

California 4,704 

Hawaii 196 

Oregon 312 

Washington 527 

Territories and Possessions 396 

Canal Zone 31 

Puerto Rico 365 



1.199 139 10 

149 75 33 

651 34 5 

0 1 100 

162 13 7 

237 16 6 

5,290 449 8 

0 0- 

4,365 339 7 

157 39 20 

290 22 7 

4/8 49 9 

145 251 63 

17 14 45 

128 237 65 



Source: Graduate Medical Education, journal of the American Medical Association, 
226:931, 1973. 



Appendix Table 8 

PERCENTAGE OF FOREIGN MEDICAL GRADUATES PASSING ECFMG EXAMINATION, BY 

COUNTRY OF GRADUATION: 
1970-72 



Country of gradualion 1970 1971 1972 



Europe: 







28 


41 


Belgium 




55 


59 






13 


29 


Czechoslovakia 




29 


35 






85 


84 






30 


0 






67 


65 






35 


47 



Germany $] 39 49 

Greece 31 20 26 

Hungary 28 23 32 

Iceland 79 83 85 

Ireland 54 57 71 

lt«ly 34 30 34 

Netherlands 71 59 7] 

Norway 9U 97 100 

Poland 24 21 30 

Portugal 48 54 59 

Romania 35 25 36 

Spain 29 19 23 

Sweden 83 76 89 

Switzerland 75 73 82 



Turkey 15 14 30 

United Kingdom 







92 


94 






79 


82 






82 


89 


USSR 




6 


10. 






18 


24 



Americas: 

Argentina 48 43 51 

Bolivia 17 10 19 

Brazil 44 29 43 

Chile 67 52 61 

Colombia 31 22 28 

Costa Rica 71 55 7Q 

Cuba 20 18 19 



Dominican Republic 




11 


16 






11 


20 






22 


34 






21 


35 


Haiti 




12 


28 






13 


16 






68 


86 







20 


28 






22 


16 






26 


33 






27 


38 






23 


33 






50 


67 






43 


39 
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Appendix Table 8 
(Continued) 



Country of graduation 1970 1971 1972 



Asia: 





1 £ 




/ 




- 1 


_ 1 






OA 


1 c 
1 ^ 


J / 










ik.Atl. 


1 A 


D 


14 








07 


1 ndia 


40 


28 


41 








40 






1 

1 J 


aD 




A*! 


ZD 


A'K 
•t J 




7n 




8S 

O J 






« 1 


JO 




. . . . 52 


39 


52 




. . . . 100 


95 


100 


P^L icf 


0^ 


1 c 
1 J 






1 1 


12 


23 






o3 








53 


56 




_ 2 


_ 2 


1 on 






1 3 


32 




. . . . 33 


17 


35 




. . . . 63 


47 


42 




A 1 


26 


4J 


Vfrica; 












22 


34 




^2 


75 


100 




-2 


73 


65 




_ 2 


_ 2 


100 






26 


55 






77 


100 




. . . . 94 


86 


88 




. . . . 75 


0 


33 




. . . . 0 


33 


0 




. . . . 0 


_ 2 


100 


Uganda 


. . . . 88 


89 


86 


Oceania; 










. . . . 99 


96 


97 




. . . . 97 


91 


92 



' Country was p ut of Pakistan this year. 

No ca didates took examination. 
Source; Medical Ucetnure Statistics for 1970, 1971, 1972. Chicago: 
American Medical Association. 
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Appendix Table 10 

FORtIGN MFDICALC RADIJATES 1 EXAMINED KOR LICENSURE, BY 
COUNTRY OF GRADUATION: 
1972 

Region and country Examination Percent 

of graduation Total Passed passed 



Grand total 


. . . . 9,113 


5,817 


64 




. . . . 1,394 


916 


66 




. . . . 16 


12 


75 


Belgium . , 


• . . 40 


30 


75 


Bulgaria 


4 


2 


50 


Czechoslovakia 


. . . . 73 


48 


66 


Denmark 


... 2 


2 


100 


Finland 


. . . . 3 


2 


67 




. . . . 33 


20 


61 


Germany 


. . . . 105 


76 


72 




. . . . 88 


50 


57 




.... 26 


14 


54 


Iceland 


. . . . 4 


4 


100 




... 58 


42 


72 


Italy 


. . . . 168 


111 


66 




. , . . 1 


0 






. . . . 3 


1 


33 


Netherlands 


. . . . 13 


10 


77 




. . . . 1 


0 




Poland 


. . . . 81 


48 


59 


P/>rti 10^1 




A 
•t 


80 




. . . . 51 


29 


57 




.... 28 


24 


86 




. . . . 212 


140 


66 




.... 9 


8 


89 




.... 72 


52 


72 




. . . . 127 


63 


50 


United Kingdom, 










.... 89 


74 


83 


USSR ... 


.... 7 


3 


43 


Yugoslavia 


.... 75 


47 


63 




.... 1,472 


865 


59 




.... 165 


115 


70 




.... 41 


17 


41 


Brazil 


.... 31 


23 


74 


Chile 


.... 37 


28 


76 






129 


58 




.... 3 


3 


100 




.... 472 


261 


55 




. . . . 71 


37 


52 


Ecuador 


.... 26 


10 


38 




.... 16 


8 


50 




. . . . 15 


13 


87 


Haiti 


.... 34 


20 


59 


Honduras 


.... 9 


3 


33 




. . . . 193 


107 


55 




. . . . 11 


4 


36 




.... 14 


8 


57 


Peru 


.... 85 


60 


71 




.... 1 


1 


100 



Appendix Table 10 
(Continued) 



Region and country Examination Percent 

of graduation Total Passed passed 





4 


4 


100 




12 


8 


67 


West indies 


9 


6 


67 


Asia 


5,955 


3,824 


64 


Afghanistan • • • • • 


4 


2 


50 




3 


3 


100 




59 


36 


61 


Ceylon 


31 


30 


97 


C hina 


69 


32 


46 


Hons Kons 


22 


22 


100 


i n fiii 


1 226 


943 


77 




.... 35 


25 


71 




424 


246 


58 




49 


43 


88 




32 


23 


72 


J 2p||f^ 


69 


44 


64 




716 


465 


65 




46 


3? 


83 


K^jinchii ri2 


2 


0 




North Vietnam . • . 


... 1 


0 




Pakistan ..... 


238 


190 


80 


Philippines • 


2,149 


1,1 19 


52 


Singapore •••••••• 


10 


10 


100 




5 


2 


40 




43 


32 


74 




427 


308 


72 




295 


211 


72 




250 


174 


70 




1 


0 








137 


66 




4 


2 


50 




35 


32 


91 




1 


\ 


100 




2 


2 


100 




42 


38 


90 




35 


32 


91 






6 


86 



^ bxcluding Canadians. 

Source: Medical Licensure Statistics for 1972* 
Chicago: American Medical Associationi 1973. 




